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Chronic Urticaria. Presented by Dr. BERNARD L. KAHN. 


Case for Diagnosis (Lupus Erythematosus and Lichen Planus?). Presented 
by Dr. Francis B. Everanp, Wilkes-Barre, Pa. 


Tinea Capitis (Microsporon Audouini), Benefited by an Iodine Ointment. 
Presented by Dr. F. Wixson. 


W. P., a white boy aged 4% years, presents a patchy loss of hair in the upper 
occipital region since January 1944. A culture of the hair showed Microsporon 
audouini. Examination with Wood’s filter shows typical greenish blue 
fluorescence. F 

With the use of 5 per cent iodine crystals in a wetting agent ointment base, 
great improvement was obtained. This patient had two recurrences and was 
shown at a previous meeting for this reason. Results have been negative in the 
examination with Wood’s filter since Jan. 5, 1945. 


DISCUSSION 


Dr. Meyer L. NIEDELMAN: I recently had 3 patients with the M. audouini 
type of ringworm of the scalp who had received roentgen epilation and were appar- 
ently cured. Examination with Wood’s filter disclosed no fluorescent hairs, but 
under microscopic examination I observed hairs with fungi. 

Dr. REuBEN FRIEDMAN: I have yet to see a patient with ringworm of the scalp 
who does not present fluorescent hairs under the- Wood filter. In the absence of 
fluorescence, I would feel that the patient does not have ringworm of the scalp. 
Sometimes, however, the otherwise fluorescent tiny stumps of hair, about 1 mm. or 
so in length, projecting above the cutaneous surface, are obscured from view, 
because they are covered by tightly adherent luminescent scales. It is my con- 
viction that hairs infected with Microsporon organisms will always exhibit typical 
fluorescence if examined under optimal conditions, i. e., if not obscured by scales, 
ointments or other locally applied remedies. 

Dr. Morris Markowitz: I have seen several children in the examination of 
whom results were positive by fluorescence, but negative by scrapings. 

Dr. REUBEN FRIEDMAN: I have never yet extracted a fluorescent hair on which 
I have not’ been able microscopically to demonstrate the spores. 

Dr. THomas BuTTERWORTH, Reading, Pa.: I think that Davidson (Canada) 
made a report to that effect in an article three or four years ago. 
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Dr. ReuBeN FriepMaAnN: Has Dr. Wilson seen any other instances of real or 
apparent cure in cases of ringworm of the scalp with the use of this iodine 
ointment ? 

Dr. Joun F. Wirson: I have effected a cure in several other patients, but 
compared with the many that I have under treatment ‘at the present time they 
constitute a small number. 


Lupus Erythematosus. Presented by Dr. JosepH V. KLAUDER and Dr. Marjory 
K. Harpy. 


Kaposi’s Sarcoma. Presented by Dr. BERNARD L. Kaun. 


Stasis Ulcers of the Legs. Presented by Dr. Maurice Brown and 
Dr. Bernarp L. Kaun, 

T. B., a white man aged 62, presents chronic pigmentation of both legs and 
swollen red ankles, with large well defined infected ulcers on areas on which skin 
was previously grafted. He was discharged one month before this last admission 
to the hospital, with gelatin boots on both legs. Three weeks later the legs 
began to pain and throb and the patient removed the boots. The ulcers reopened, 
broke down and are once again full blown. 

The patient is well developed and well nourished and in no acute distress. His 
pupils are round and unequal and do not react to light. His blood pressure is 
100 systolic and 40 diastolic. His reflexes are generally hyperactive. The sero- 
logic reaction of his blood for syphilis was negative. 

He has been given treatment with sulfanilamide, urea and an oxycholesterol- 
petrolatum ointment base (“aquaphor”) and tyrothricin. The ulcerated areas 
are filling in from the edges. 

DISCUSSION 

Dr. Francis B. Evetanp: I thought that the patient showed generalized 
scleroderma, which Dr. Kahn did not mention. I wonder whether that has any- 
thing to do with the lesions. 

Dr. Bernarp L. KAHN: My reason for presenting this case is the long dura- 
tion of the ulcers and their rapid improvement following the use of tyrothricin, of 
which 100 cc. were applied daily to the lesions. Within a week’s time they 
practically healed. I have never seen any remedy work as effectively on stasis 
ulcers as this. It is superior to the use of blood clots. 

Dr. ReuseN FriepMAN: I have 2 patients who had long-standing painful 
resistant stasis ulcers of the legs, which healed with the use of intramuscular 
injections of penicillin, 20,000 units, every three hours. I have not obtained such 
results, however, on ambulatory patients. It is only with hospitalized patients and 
with the foot of the bed raised. One of the patients had had a deep ulcer, 3 inches 
by 2 inches in diameter (7.5 cm. by 5 cm.), covered with a thin serous discharge 
on a nongranulating base. The ulcer was surrounded by a broad deep red inflam- 
matory areola. The tissues surrounding it were mahogany colored and of boardlike 
rigidity. The ulcer was so painful that the patient would protectively withdraw 
her leg when one approached within several feet of it. I used penicillin for three 
and a half weeks. By that time the ulcer had largely healed and was then a 
painless superficial area about 2 cm. in diameter, covered with healthy granulations. 
I discontinued treatment with the penicillin, whereupon healing seemingly stopped. 
for little or no further progress was noted for the following eight days. I then 
resumed treatment with the penicillin injections, whereupon the granulations 
rapidly flattened out and within a week or so became covered with a thin layer 
of epidermis. The ulcer is now healed; the surrounding mahogany color and 
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boardlike rigidity have disappeared, and the entire area is painless to palpation. 
] used liquid petrolatum gauze dressings on the ulcer and surrounding area. 

Dr. HERMAN BEERMAN: Would it not be less expensive to clear up the ulcers 
with penicillin at $2 a day than to keep the patient in the hospital for months and 
months? That is a point I think worth discussing. In one hospital budgets for 
the year were seemingly decreased, because with the increase in costs of drugs 
there has been a decrease in daily cost per patient. It is a good point to raise when 
one is refused penicillin by hospital authorities. 

Dr. THOMAS BUTTERWORTH: I suggest intermittent venous occlusion twenty- 
four hours a day for two or three weeks. I have a patient, 34 years of age, who 
normally weighs 237 pounds (107.5 Kg.). At the end of last summer he was hos- 
pitalized because of ulcers of the leg and treated with intermittent venous occlusion, 
“aquaphor” and urea dressings and daily doses of 150 mg. of vitamin C. He left 
the hospital in thirty-one days. Later the ulcer recurred in about the same size. 
He was given the same type dressings and vitamin C, with bed rest. I also applied 
penicillin, in ointment form at first, but it was irritating. I then used solutions 
of penicillin as wet compresses, but finally changed to saline solution. He left 
the hospital in twenty-eight days instead of thirty-one. Therefore, I do not ascribe 
much value to penicillin therapy. I think that the other remedies help. After all, 
the underlying disease is a vascular one, and penicillin, as I understand it, acts 
on the bacterial element and not on inadequate circulation. 

Dr. REUBEN FRIEDMAN: An underlying vascular stasis is, of course, the basic 
cause of static ulcers. However, many such ulcers undoubtedly also have an 
associated pyogenic infection, which contributes to the persistence of the ulceration 
and to the pain and prevents the ulcers from healing. I think that it is the peni- 
cillin that destroys the infection associated with such ulceration and which, plus 
the rest in bed and local treatment, contributes greatly to their healing. 


Dr. THomMas BUTTERWORTH: Many cases, too, occur in overweight persons. 
[ routinely limit the diet to 1,000 calories a day, which also seems to help them. 


Lupus Erythematosus Disseminatus: Early Hepatic (Alcoholic) Cir- 
rhosis. Presented by Dr. BERNARD L. KAHN and Dr. Maurice Brown. 


Donald M. Pillsbury, M.D., Chairman 
Reuben Friedman, M.D., Secretary 
November, 1945 


Allergic Dermatitis. Presented by Dr. Patricia Drant. 


G. F., a white man aged 38, with no history of eczema or other cutaneous 
disease, experienced asthma for the first time in 1930 and was subject to 
recurrent attacks for the next three years. In 1933 dermatitis developed in 
the axillas and the folds of the neck. As the eruption increased the asthma 
abated. He had an appendectomy in 1931, and tonsillectomy was performed 
in 1933 because of the asthma. The dermatitis became generalized four or five 
years ago, since which time he has lost 12 pounds (5.4 Kg.) in weight. 

The dermatitis does not show seasonal variation. Exacerbations are always 
accompanied with loss of hair, not only on the scalp but on the face and body. 
He has never had any elevation of temperature with the eruption. The patient 
has been away from work for five weeks, and his eruption is now much 
improved. For the past twenty years he has been a paper maker, handling 
alum, starch, sodium hydroxide, hydrochloric acid, kerosene and old paper. 
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Hemograms on Oct. 10 and Oct. 16, 1945 revealed mild degrees of anemia. 
Material obtained on sternal puncture showed slight hyperplasia of the bone 
marrow cells and a slight increase in lymphoblasts. The granulocytes appeared 
normal. There was no evidence of leukemia. The patient was given subcutaneous 
injections of histamine azoprotein and intramuscular injections of whole blood, 
with no improvement. 

DISCUSSION 


Dr. HERMAN BEERMAN: My clinical impression of this patient when I saw 
him some time ago was that he might have mycosis fungoides or lymphoblastoma. 
His appearance tonight is so much better, except for loss of weight, that I did 
not recognize him. 

Dr. Frep D. WetpMan: The sections certainly do not show anything that 
suggests mycosis fungoides. The reaction is the kind that one might expect 
in a case of generalized exfoliative dermatitis which is in a stage of regression. 
I think that this is what the patient now shows clinically, too. The prominent 
feature’ is the dilatation of capillaries. There is not much cellular infiltration 
to indicate mycosis fungoides, and, now that I can correlate the sections with the 
patient’s appearance, I should say that these vascular changes are simply the 
residua of previously existing dilated blood vessels. 

Dr. THomMAs ButTTerwortH, Reading, Pa.: There are a number of features 
* about this case which militate against the diagnosis of allergic dermatitis. The 
eruption began in the axillas and on the sides of the neck. Although it was 
not stated in the history, he took three courses of an arsenic preparation in 
1939-1940, and it was not until after the doses of this drug ran up to 30 drops 
a day that the generalized dermatitis developed. I should classify this as a 
case of homme rouge, like that of Red Mary, at the Philadelphia General Hospital. 

Dr. J. M. Scui_pKravut, Trenton, N. J.: The patient informed me that his 
condition does not improve even when he is away from work. 


A Case for Diagnosis (Mycosis fungoides? Psoriasis? Parapsoriasis? 
Erythema multiforme?). Presented by Dr. Donatp M. Pittsspury and 
Dr. THomas E. Grsson (by invitation). 


T. F., a Negro aged 57, presents an area devoid of hair 4 cm. in diameter 
on the vertex of the scalp. The oral hygiene is poor. There is a large, smooth, 
firm mass on the roof of the mouth. The reflexes are normal. There are 
numerous thickened, rough, fungoid, darkly pigmented, well defined, irregularly 
shaped (geographic) pruritic lesions on the trunk, back, chest and abdomen; over 
the arms, extending downward to the wrists; on the legs to the ankles, and 
on the back of the neck. The patient had the usual diseases of childhood, but 
no severe illnesses or operations. He has lived in Kentucky, St. Louis and 
Philadelphia. He has had good health all his life. At the age of 26 he had 
gonorrhea, which cleared with treatment. However, no antisyphilitic treatment 
was instituted. A serologic test for syphilis on induction into the army in 1917 
gave a negative reaction. Approximately eighteen months ago, four or five 
round raised smooth dark nonpruritic lesions about the size of a quarter appeared 
on the lower part of the chest. They gradually increased in size and became 
irregular, and new lesions appeared on other areas of the chest, abdomen, back 
and extremities, as far as the wrist. The lesions became gradually pruritic and 
thickened and were covered with an ashlike scale. 

A complete blood cell count revealed essentially normal constituents. 
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The report on the biopsy was as follows: The surface was irregular, with 
a scanty amount of keratinous material. The epidermis was thin, with normal 
pigmentation. In places there was flattening of the interpapillary pegs, and 
the follicular openings were dilated. The upper part of the corium was somewhat 
edematous; in it were dilated vessels with scanty accumulation of round cells. 
Some of the round cells were observed around sweat ducts. There were occasional 
eosinophils; clumps of chromatophores were also present. The rest of the skin 
was normal except for edema. 

DISCUSSION 

Dr. HERMAN BEERMAN: Histologically, I made a diagnosis of an eruption 
due to phenolphthalein or of erythema multiforme with much pigmentation. The 
picture in the present case fits both the photograph and the description of the 
cases reported by Wise and Abramowitz (Phenolphthalein Eruptions, Arcu. 
Dermat. & SypH. 5:297 [March] 1921). 

Dr. Frep D. WEIDMAN: Histologically, the lesion could be a residuum of 
the disease, now clinically on the way out; however, the possibility of chronic 
erythema multiforme of the gyrate type, something like erythema figuratum 
perstans, should be considered. With a history of the infiltration being more 
extreme at one time and inability to establish a history of the patient’s taking 
phenolphthalein, one may have to fall back on some such category as that, 
Striking were the blue color and the fact that in some places the lesions still 
had a slightly mossy, velvety appearance, and I must say that if I were confronted 
with the sections my first thought would be acanthosis nigricans. Of course, 
one cannot agree with that diagnosis. In the last month I have seen 3 cases of 
this bluish discoloration in the wards of the Philadelphia General Hospital— 
in 1 of which the question of pinta was raised because of the strikingly blue 
color, and Dr. Pardo-Castello said that clinically the lesion appeared to be 
pinta; yet the patient did not have a positive Wassermann reaction, and at 
least one dark field examination of serum from the skin did not show spirochetes. 
These are two important objections to the diagnosis of pinta. That patient 
was a Negro; this one is also, and the third patient, whom I saw this afternoon 
at the hospital with my graduate students, had a slight discoloration of the 
face. I am beginning to wonder, therefore, whether the blue color so much 
emphasized in connection with pinta is a phase of the pinta but whether it is 
simply a characteristic of members of the dark-skinned races in whom the 
disease occurs. It may be merely a matter of hyperpigmentation; there is such 
a great production of melanoblasts in the corium that the blue color is given. The 
presentation this evening, therefore, is of significance with respect to this point, 
as well as to the conventional dermatologic diagnosis. I should agree with 
the diagnosis of phenolphthalein eruption if it is proved that phenolphthalein 
was ingested or if tests should verify the diagnosis. If these tests prove to be 
negative, one will have to fall back on the much less satisfactory diagnosis of 
erythema figuratum perstans. 


Mycosis Fungoides. Presented by Dr. Joun H. Stokes, Dr. HERMAN BEERMAN 
and Dr. STEPHEN T. WHELAN (by invitation). 


J. H., a white man aged 64, tense, underweight, constantly scratching, presents 
generalized patches of papulosquamous erythematous dermatitis of the arms, legs, 
body and neck, with a few lesions which are deeply seated and resemble granu- 
lomas. The mucosae are normal. The hands are brawny and reveal edema, with 
fissuring over the dorsa. The axillary, inguinal and epitrochlear glands are 
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about three times normal size and soft. In January 1943 the patient noted 
moderate itching and a few vesicles. Itching was mild until March 1944, when 
it suddenly became much worse. It was aggravated by heat and was always 
worse after eating. There have been no flares related to specific foods, or 
nervous tension or intercurrent infection. The patient has been taking “vapo- 
nefrin” a solution of synthetic racemic epinephrine hydrochloride and pheno- 
barbital. 
There is no family history of diabetes, pyogenic tendencies or tuberculosis. 
The patient himself is asthmatic but otherwise generally healthy. He had 
whooping cough at the age of 57; this developed into asthma, which has persisted. 


A roentgenogram of the chest showed calcification of the hilar nodes 
bilaterally. The urine was negative for bromides and iodides. Serologic tests 
of the blood for syphilis gave a negative reaction. Culture of the skin yielded 
many hemolytic Staphylococcus aureus and occasional nonhemolytic streptococci. 
Culture of the stool revealed Escherichia coli, nonhemolytic streptococci and 
lactobacilli. Culture of the sputum revealed pneumococci, streptococci of the 
viridans group, nonhemolytic streptococci and alpha’ streptococci. 

A biopsy performed on June 30, 1944 was reported to show “exfoliative 
dermatitis suggestive of mycosis fungoides.’ Another specimen, taken on May 1, 
1945, and still another, taken on July 27, 1945, after the administration of 
10,000,000 units of penicillin, were reported to show chronic dermatitis. 

Various forms of local treatment and search for focal infection were of no 
avail. The patient was then given 10,000,000 units of penicillin in twenty days, 
with decided improvement, which continued after the treatment was stopped. 


DISCUSSION 


Dr. HERMAN BEERMAN: The patient was originally seen by Dr. V. C. Garner, 
who made the diagnosis of a rather unusual type of psoriasis. The eruption 
resembled mycosis fungoides sufficiently to make that a working diagnosis, but 
biopsy studies only partially confirmed it. In defense of the use of penicillin 
in such a case, I was told today that a lesion which appeared histologically to 
be leukemia cutis cleared up in a few days with the use of penicillin. The only 
explanation given was that there may be a certain element of infection in such 
lesions, for which penicillin is of use. 

Dr. Frep D. WeimpMANn: One of the sections shown tonight looks like 
psoriasis in all respects, even to the presence of a Monro abscess, supposed 
to be diagnostic of the disease. It is the largest abscess that I have even seen. 
The picture is not distinctive. My first impression was that of parapsoriasis, 
but the distribution was too wide for that. After seeing the sections, I am of 
the opinion that the lesion was psoriasis originally, in which exfoliative dermatitis 
developed, and that during one of the stages of infiltration the condition came 
to resemble mycosis fungoides. 

Dr. H. H. Pertman: A dermatologist in Mexico last summer had a similar 
experience with a case of mycosis fungoides in which he used massive doses of 
penicillin. In the discussion of his case, he emphatically stated that the disease 
cleared up completely after the treatments. 


Dr. ExizasetH R. Constant: I had a patient last year, 79 years of age, in 
whom there developed rapidly growing tumors, which subsequently broke down 
with the formation of foul-smelling ulcers. He had a senile psychosis also and 
objected to injection therapy. I therefore gave him small doses of penicillin 
by mouth, not larger than 50,000 units, four times a day. The results were 
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decidedly more striking than could be attributed to roentgen rays alone. The 
secondary infection was controlled in two or three days, and involution of the tumor 
masses and infiltrated plaques and healing of the ulcerations took place with 


astonishing rapidity. 


Subacute Lupus Erythematosus Disseminatus and Nonpruritic Scabies. 
Presented by Dr. Donato M. and (by invitation) Dr. P. 


SCULLY. 


C. W., an undernourished, somewhat pale white man, aged 30, first noticed 
the appearance of slightly scaly, reddish plaques on his forehead about fifteen 
months ago. These were soon followed by the appearance of similar lesions 
over the nose, ears (preauricular and postauricular) and lateral aspects of the 
neck. The eruption has been subject to periodic flares, unassociated with any 
pruritus or discomfort. : 

Examination reveals multiple circinate plaques on the forehead, the pre- 
auricular and postauricular areas, the lobes of the ears, the interscapular area 
and the lateral surfaces of the neck. They have raised, papular, scaling or 
hemorrhagically crusted borders and areas of central clearing, some of which 
give evidence of atrophy, slight depigmentation and even scarring. Scattered 
erythematous, slightly excoriated papules are noted on the right anterior 
axillary fold. Pitting, poxlike scars are present on the pretibial surfaces, some 
of which are covered with hemorrhagic crusts. On removal these crusts leave 
slightly bleeding depressed pits—sites of follicular destruction. 

Physical examination reveals no gross abnormalities other than an edentulous 
upper jaw. The blood pressure is 100 systolic and 60 diastolic. The patient 
has lost 25 pounds (11.3 Kg.) in weight in the last nine*months. Serologic tests 
of the blood for syphilis gave negative reactions. A hemogram revealed moderate 
hypochromic anemia. The urine was essentially normal. A biopsy showed 
hyperkeratosis, with keratotic material in a hair follicle (not unduly dilated) 
and stripping of the epidermis (artefact) at one end of the section. The 
epidermis was somewhat edematous, with little change in the interpapillary pegs. 
There was definite dissolution of the basal layer. In the upper part of the cutis 
there were decided edema, vascular dilatation with inflammatory cell infiltration 
in a broad sheet in the center of the section (upper portion of the cutis) and 
isolated small foci of these cells. There was degeneration of the elastic tissue 
(spaghetti-like strands). 

The patient gives a history of having received ultraviolet irradiation weekly 
for five to eight weeks at the time of onset of the eruption, with no improvement. 
It did not make the eruption worse. 

The patient was first seen by one of us (D. M. P.) on Nov. 3, 1945, but 
active treatment for the disease has been purposely delayed. When the patient 
was again seen, ten days after his first visit, he presented a typically dis- 
seminated and full-blown eruption of scabies, which apparently started from 
the lesions in the right axilla, of which the patient had complained on his 
first visit. 

DISCUSSION 


Dr. Donato M. Pittspury: This case is a good example of scabies which 
is present for a time without itching. The patient had lesions on the right forearm 
and the anterior axillary fold, the nature of which we were not sure. About 
five days ago he appeared at the office with a history of itching which had 
begun about two days previously, and there was an extensive dissemination 
of the infestation. 
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Dr. Frep D. WerpMaANn: The lurid color of these lesions was striking, and the 
sections indicate that this was referable to an unusually high degree of telangi- 
ectasis. Telangiectatic forms of lupus erythematosus have been described, and 
I think that these lesions would fit into that category. The diffuse character 
of the lymphocytic infiltration of the corium has a bad prognostic significance. 
The appearance is perilously close to the acute disseminated form. 


Papular Urticaria. Presented by Dr. Donatp M. and Dr. ELizazetu 
R. CONSTANT. 


B. B., a white boy aged 6 years, alert and extremely active, presents a 
generalized papulovesicular eruption on the trunk, extremities, forehead and 
neck, associated with excoriations and crusting. Except for a rapid pulse, there 
is nothing significant. Medical examination revealed no abnormalities. When 
he was 2% months old, the child had severe urticaria of undetermined origin, 
which lasted a few days. There is a history of crusted dermatitis of the face and 
head recurring each summer, the lesions improving after local application of 
a sulfonamide ointment. In September 1945 the child had scarlet fever. (He 
had had recurrent, unexplained fever until a tonsillectomy in March 1945.) At 
the time he was first seen by the presenters, on Oct. 19, 1945, he had had a 
generalized, severely pruritic, vesiculopapular eruption of five days’ duration, 
Irritability, anorexia and sleeplessness. were pronounced from the outset. 


A blood cell count on October 29 revealed 75 per cent hemoglobin, 4,100,000 
erythrocytes and 7,800 leukocytes, with 51 per cent segmented and 2 per cent 
nonsegmented polymorphonuclear leukocytes, 46 per cent lymphocytes and 1 
per cent monocytes. A count on November 15 showed 85 per cent hemoglobin 
(11.7 Gm. per hundred cubic centimeters), 4,460,000 erythrocytes and 10,000 
leukocytes, with 33 per cent neutrophils, 54 per cent lymphocytes, 6 per cent 
monocytes and 7 per cent eosinophils (27 per cent segmented and 6 per cent stab 
forms). The sedimentation rate on the same date was 8 mm. in one hour. 

Between October 19 and 24 the patient received treatment with calcium and 
vitamin D, with no improvement. On October 24 treatment was begun with 
“benadryl hydrochloride” (diphenhydramine hydrochloride, N. N. R.), resulting 
in about 80 per cent improvement after one week. Noticeable relief of symptoms 
occurred within twenty minutes after the first dose was administered. After 
withdrawal of “benadryl,” new lesions developed at a more rapid rate. On 
November 15 the parents reported that new lesions, associated with itching, 
were developing, despite the fact that the child was receiving a third, “maintenance,” 
dose of “benadryl.” 

DISCUSSION 


Dr. D. M. Srpticx: I have had more or less consistently good results with 
the use of “benadryl” in treatment of urticaria and angioneurotic edema. In 1 case 
of papular urticaria the disease has not responded. A case of angioneurotic edema 
following the use of sulfonamide compounds and penicillin was so severe that the 
patient had to be hospitalized. Striking improvement occurred within forty-eight 
hours after treatment with “benadryl” was started. He has been taking the drug 
now for about four weeks. While there has been no relapse of the angioneurotic 
edema when ‘he stops taking the drug, he does manifest a papular type of urticarial 
eruption. I believe that “benadryl” is a valuable drug in the treatment of urticaria 
and angioneurotic edema. 

Dr. Carrot, S. WricHt: How does “benadryl” compare with parathyroid 
extract in the treatment of this disease? 
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Dr. Donatp M. Pittssury: I do not know; this is the only series in which i 
have used “benadryl.” Sternberg and I had good results in 60 to 70 per cent of the 
patients at Children’s Hospital whom we treated with parathyroid extract. 


Superficial Lupus Vulgaris. Presented by Dr. Carmen C. THomas and (by 
invitation) Dr. Matcotm C. SPENCER. 


E. F., a white woman aged 33, normally developed and well nourished, presents 
a lesion on the left cheek, 9 by 10 cm., the center of which is smooth; with super- 
ficial scarring, and the periphery of which reveals “apple jelly” nodules. The 
disease began after an attack of measles, when the patient was 9 months of age. 
Only the left cheek has been involved. No seasonal change occurs in the lesion, 
which has always remained about the same size. The patient has had no serious 
illnesses, pleurisy, pneumonia or swollen glands. 

The hard palate presents a raised, thickened, verrucous surface. Physical 
examination of the chest and abdomen revealed no gross abnormalities. 

A hemogram revealed nothing abnormal. The sedimentation rate was 6 mm. 
in one hour. The urine was normal. The blood sugar level was normal. A culture 
of the stool yielded no parasites. A roentgenogram of the chest showed a normal 
condition. Serologic tests of the blood for syphilis gave negative reactions. There 
was a positive reaction to 0.00001 mg. of purified protein derivative of tuberculin 
N.N.R, Biopsy of a specimen from the hard palate was reported as showing 
“chronic inflammation with some pseudoepitheliomatous hyperplasia.” A biopsy of 
the facial lesion showed “tuberculosis cutis.” 

Beginning on Sept. 14, 1945, for six days the patient had applications to the 
lesion on the face of 5 and 10 per cent pyrogallic acid in “aquaphor” (an oxycholes- 
terol-petrolatum ointment base), three times a day, covered with a dry dressing. 
On the sixth day, roentgen radiation (150 r) through a 3 mm. aluminum filter 
was administered to the site of the lesion, and forty-eight hours later this was 
repeated. She now returns for another course of treatment. 


DISCUSSION 


Dr. Frep D. Wemnman: As we see it now, the lesion seems to be an 
extremely superficial type of lupus vulgaris, of the order of the - lupus vulgaris 
erythematoides. Was it decidedly scaly at one time? 

Dr. Donato M. Pittsspury: It was decidedly scaly—of the lupus vulgaris 
disseminatus type. 

Dr. Frep D. WEIDMAN: Pyrogallic acid, then, would have much better effect 
with this lesion than with the deeper forms of lupus vulgaris. Roentgen radiation 
has been tried again and again, and I think the consensus is that it is not useful. 
When pyrogallic acid also is used, I should be inclined to ascribe the benefit to it, 
rather than to the irradiation. 


A Case for Diagnosis (Prurigo nodularis? Filariasis? Lichen Planus? 
Scabies?). Presented by Dr. CARMEN C. THomas and (by invitation) Dr. 
STEPHEN C. WHELAN. 


W. B., a Negro aged 34, presents roughly circular, hyperpigmented nodules 
on the arms and legs and involvement of the left inguinal lymph nodes. No lesions 
typical of lichen planus are to be seen. The mucosae are normal. There are no 
burrows. The genitalia are edematous. A diagnosis of secondary syphilis was 
made on Aug. 3, 1944, together with gangrenous balanitis associated with tremen- 
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dous swelling of the penis and scrotum. Two courses of penicillin were given, 
1,200,000 units in the first course, in August 1944, and 2,400,000 units in the second 
course, in December 1944, because of relapse of the infection. The swelling of the 
genitalia subsided considerably. The lesions diagnosed as scabies underwent invo- 
lution. Since May 1945, he has had attacks of severe epigastric pain associated with 
recurrent attacks of genital swelling and pronounced scrotal itching. In July 1945 he 
began to have nodular, itching lesions on the arms. He works as a bartender and 
uses a commercial glass cleaner. A patch test with a 10 per cent solution of this 
preparation in water gave no reaction. The itching and nodular lesions have per- 
sisted to date. The patient was in Guadalcanal from April 1943 to April 1944. While 
there, he had a generalized itching eruption, which began about August 1943. 

The Frei test for lymphogranuloma venereum on Aug. 28, 1944, gave a negative 
reaction; the results with Ducrey’s bacillus suspension were negative. The reading 
for the quantitative Kline test of the blood varied from 28 to 32 units between 
Aug. 3, 1944 and Oct. 23, 1945. A hemogram on Nov. 6, 1945 revealed that the 
blood was essentially normal. 

The report on the biopsy specimen removed from his right arm on October 20) 
was “chronic dermatitis of undetermined type.” 

The patient received treatment with penicillin. He was also given about 
twelve injections of stibophen (“fuadin”), 3 to 5 cc. each, from January to August 
1945. Locally, he received applications of Castellani’s paint (saturated alcoholic 
solution of basic fuchsin, 10 parts; aqueous solution of phenol, 5 per cent, 100 
parts; boric acid, 1 part; acetone, 5 parts, and resorcinol, 10 parts) and 3 per cent 
juniper tar U. S. P. in zinc oxide ointment. 


DISCUSSION 
Dr. Donatp M. Pittssury: This does not look like the atypical eruption 


of lichen planus usually associated with the ingestion of quinacrine (‘“‘atabrine”’). 
That tends, rather, to appear in plaques. This man has been here a long time 
without the lesions clearing up, and I do not believe that his eruption fits into 
that group. 
Dr. Carrott, S. Wricut: I think this is a typical case of prurigo nodularis. 
Dr. Marjory K. Harpy: In the beginning the patient had pronounced edema 
of the genitalia. He now shows remarkable improvement. 


Arsenical Exfoliative Dermatitis Treated with BAL (1,2-Dimercaptopro- 
panol). Presented by Dr. Donatp M. Pivissury and (by invitation) Dr. 
Matcotm C. SPENCER. 


C. L., a Negro woman aged 27, who is acutely ill, with a temperature of 100.4 
F., presents generalized exfoliative dermatitis, especially over the arms, chest, 
abdomen and thighs, with pronounced periorbital edema and stomatitis. The 
patient, who gives no history of arsenical medication, was seen by a physician 
on April 24, 1945, at which time she was reported to have had a “papular eruption 
on the vulva” and a 4 plus Wassermann reaction. She received the following 
medication: April 27, 0.3 Gm. of neoarsphenamine; May 18, 0.45 Gm. of neo- 
arsphenamine, and from May 18 to August 18, at irregular intervals, eight more 
doses of 0.45 Gm. of neoarsphenamine, a total of 3.9 Gm. from April 28 to 
August 18. Two weeks before her hospitalization, on September 6, there developed 
stomatitis, followed by periorbital and circumoral edema; four days before her 
admission generalized exfoliative dermatitis developed. Medical examination 
revealed that there was generalized adenopathy and that the pulmonary fields 
were full of subcrepitant and bubbling rales. The liver and spleen were not 
palpable. There was no abdominal tenderness or lesions on the genitalia. 
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The serologic tests for syphilis repeatedly gave negative reactions. A hemo- 
gram revealed 72 per cent hemoglobin, 3,700,000 erythrocytes and 31,000 leuko- 
cytes, with 12 per cent eosinophils, 77 per cent neutrophils and 11 per cent 
lymphocytes. The platelet count was 266,000. Urinalysis yielded repeatedly 
normal findings except for the presence of leukocytes. On September 21 a 
sulfobromophthalein test showed 15 per cent of the drug present after one-half hour. 
A roentgenogram of the chest showed no abnormalities. Repeated examinations 
of the sputum revealed no acid-fast organisms. 

Between September 9 and 15 the patient received a total of sixteen intra- 
muscular injections of 2 cc. of a 10 per cent solution of BAL (1,2-dimercaptopro- 
panol). Administration of fluids was forced to 3,000 cc. daily. It was necessary 
during the first few days to give fluids parenterally. Topical treatment was 
limited to the use of an ointment containing 5 per cent boric acid. After three 
days there was a pronounced decrease in the acuteness of the exfoliative dermatitis, 
but periorbital edema still persisted: There was gradual improvement until the 
patient was discharged on September 26. She refuses to have treatment with 
penicillin. She is now receiving intramuscular weekly injections of bismuth sub- 
salicylate. 

DISCUSSION 

Dr. Donatp M. Pittspury: In 1 out of every 35 or 40 patients whom we 
treated with BAL in England an abscess developed at the site of injection. These 
patients were treated for acute reactions to intensive arsphenamine therapy, not 
for straight exfoliative dermatitis. 


Pemphigus. Presented by Dr. A. Strauss. 
D. S., a white woman aged 22, presents blebs on both elbows, arising from 


normal skin. There is no inflammatory areola. The eruption is of three months’ 


duration. 
DISCUSSION 


Dr. D. M. Swiick: I am inclined, to believe that this case is one of epider- 
molysis bullosa, but Dr. Strauss has had a better opportunity of studying the 
patient, and the lesions may prove to be pemphigus. 

Dr. Carrot, S. WriGHT: I made the same diagnosis as Dr. Sidlick. 

Dr. A. Strauss: When first seen by me, the patient had a linear streak 
of small vesicles on one elbow without any associated inflammatory reaction. At 
first, I made the diagnosis of contact dermatitis, probably due to some plant or 
chemical. After treatment with a small dose of roentgen rays, the blebs seemed 
to disappear. She returned several days later with bullae as large as hens’ eggs. 
These also soon disappeared. In this, her third outbreak, lesions, which are as 
large as hens’ eggs, have recurred at the site of some of the previously healed 
blebs. She gives no history of taking any medicaments or of exposure to con- 
tactants. The only other symptom she had was a complaint on two occasions 
of itching of the buttocks. These areas presented a little normal reddening about 
the ischial tuberosities. 

Dr. BertRAM SHAFFER: I am inclined to the diagnosis of epidermolysis 
bullosa. If the lesions were pemphigus, they would not heal so quickly. 

Cmor. H. E. Twrntnc, (MC), U.S.N.R.: I think that the repeated disappearance 
and recurrence of lesions over the same areas suggests the possibility of a fixed 
drug eruption, even though the history does not disclose the taking of any drugs. 

Dr. A. Strauss: I thought of that, but the lesions are not inflammatory. 
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Dr. DonaLp M. Pittssury: I suggest the wearing on one elbow of a cotton 
wadding dressing. That may give some information. 

Dr. ArtHurR G. Pratt, Camden, N. J.: She gave a history of feeling pro- 
gressively weaker and more tired for several months previous to the outbreak. She 
had had a severe emotional shock at that time, associated with insomnia, anorexia 
and indigestion. The eruption followed. I think that the patient has pemphigus. 


A Case of Sensitivity to Atropine and Ethyl Morphine Hydrochloride, 
Rosacea, Keratitis Rosacea, and Pyogenic-Allergic Contact Dermatitis. 
Presented by Dr. LENTZz. . 


Lichen Scrofulosus. Presented by Dr. THomas BuTTERworTH, Reading, Pa. 


Dermatitis Herpetiformis in a Girl Aged Eleven Years. Presented by Dr. 
Epwarp F, Corson. | 


Epidermodysplasia Verruciformis. Presented by Dr J. M. ScHILpKRAut, 
Trenton, N. J. 


V. K., a white woman aged 31, presents a flat verrucous eruption on the face, 
neck, chest, axillas and dorsal surfaces of the fingers and hands. The lesions 
in the axillas are dark brown; those on the fingers are pinkish. The eruption has 
persisted for about seven years. Three years ago tive presenter saw the patient’s 
daughter, then 4 years of age, who had what appeared to be flat juvenile warts 
of the face. These lesions cleared up with the administration of potassium arsenite 
solution U. S. P. A week ago the patient brought in another daughter, aged 3 
years, who presents scattered flat warts on her face and the backs of the hands. 

The patient stated that no such disease has ever been present in her antece- 
dents. There is no history of consanguinity in the family. 


DISCUSSION 


Dr. Louts Gotpstern: I am inclined to consider this case one of verruca 
plana juvenilis. Since epidermodysplasia verruciformis is a hereditary disease, 
I do not see how it could respond to such treatment. 

Dr. HERMAN BEERMAN: I should like to see a biopsy specimen before this 
diagnosis is accepted. 

Dr. MeEyeR L. NIEDELMAN: I agree with the diagnosis presented by Dr. 
Schildkraut. The history and the lesions are rather typical. One should be on 
the lookout for epitheliomatous lesions that may develop in the future. This 
disease should not be confused with acrokeratosis verruciformis (Kopf). 


Donald M. Pillsbury, M.D., Chairman 
Reuben Friedman, M.D., Secretary 
Dec. 21, 1945 


Mycosis Fungoides Treated with Penicillin. Presented by Dr. J. V. KLAuDER 
and Dr. Marjory K. Harpy. 
H. O. F., a white man aged 48, when first seen in November 1945, presented a 
generalized eruption of mycosis fungoides. There were many lesions on the trunk; 
the face was affected, and there were a few lesions on the thighs and legs. Their 
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size and configuration varied up to palm size. There were several plaques on the 
back and on the thighs, which were infiltrated and elevated and had moist oozing 
surfaces. The duration of the disease was five years. There have always been 
some lesions present. Treatments with roentgen rays at intervals for the past year 
caused some lesions to disappear, especially on the thighs and legs. In the spring 
of 1945, tumor-like lesions appeared on the trunk. From November 30 to December 
15, a total of 5,000,000 units of penicillin was administered in intramuscular injec- 
tions every three hours. There has been definite but not striking improvement. 
Some of the plaques are less elevated; the surfaces are drier, and some of the 
small lesions have almost disappeared. Since his discharge from the hospital 
roentgen ray and arsenical therapy has been instituted. 


DISCUSSION 


Dr. VaAuGHN C. GARNER: I saw this patient about three years ago, at which 
time he had typical fungating lesions. It was a classic case of mycosis fungoides. 
I am reminded that I had administered roentgen rays to the large lesion in the loin, 
with temporary relief, I did not recognize him today because the disease has 
progressed so much. 

Dr. J. V. Krauper: The disease has progressed rapidly for five years. There 
has been some improvement from treatment with penicillin, and the improvement 
is greater than when I saw him a few days ago. The question arises whether 
further treatment with penicillin is indicated. One has to feel one’s way. I am 
inclined to give him both arsenic and penicillin. 

Dr. VaucHN C. GARNER: Did not Dr. Klauder on one occasion think rather 
favorably of fever treatment in these cases? 

Dr. J. V. Krauper: I treated only 1 patient with fever (malaria) and have not 


had an opportunity to repeat it. The lesions entirely regressed, but unfortunately 
they recurred and he died. So I do not know what is to be gained by fever treat- 
ment, unless simply to prolong life a little. 

Note.—The patient died in March 1946. The cutaneous lesions, although gen- 
eralized, were not worse. He lost weight, became weak, was necessarily confined 
to bed and finally succumbed. 


Bullous Dermatitis Herpetiformis in a Three Year Old Child. Presented 
by Dr. Marjory K. Harpy. 


Sensitization Dermatitis to “Quinolor Compound Ointment.” Presented 
by Dr. J. V. Kirauner. 


Sensitization Dermatitis from “Scottissue” Towels. Presented by Dr. J. V. 
KLAUDER. 


E. W., a white man aged 60 years, was first seen in August 1944. He had 
eczematous dermatitis of the face. The skin was moderately red, dry and thickened, 
and the lips were dry and fissured. There was a similar involvement of the dorsa 
of the hands and certain areas on the forearms. The duration of the eruption was 
one year. 

The dermatitis remained unchanged after treatment. From the history of the 
contacts at work (he was engaged in filing bearings) and his activities at home 
there was no clue as to an external origin. Patch tests with a number of substances 
were made—wood from the handles of tools, metal filings, oils, greases, toilet 
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preparations, the medicaments used in treatment and still others. The results of 
these tests were negative. , 

During the summer of 1945, while he was on a vacation of two weeks, there 
was considerable improvement. After he resumed work the dermatitis became 
aggravated. It continued unabated until he stopped work because of a strike. 
During this time there was improvement, with aggravation after resuming work. 
The dermatitis of the hands and forearms disappeared and did not reappear. The 
face alone was affected. 

These circumstances suggested his work as a source of contact dermatitis. 
Again he was questioned regarding his work. He was not asked, however, how 
he dried his face and hands after cleansing with boric acid solution. 

He finally discovered the cause after he used, on one occasion, a “scottissue” 
towel as toilet paper. Dermatitis appeared in the perianal region. He employed 
a “scottissue” towel to dry his face and hands only at his place of employment. 
This was discontinued. He last used a paper towel on the face about seven weeks 
ago. The dermatitis has almost disappeared. 

The reaction in a patch test with a dry “scottissue” towel was negative. When 
the towel was wet the reaction was positive. The following papers were well 
soaked in distilled water and patch tests performed: coarse brown manila wrapping 
paper, newspaper, high grade typewriter paper and “kleenex” tissue. The reactions 
were negative except with brown manila wrapping paper, to which the reaction was 
positive but less pronounced than with the “scottissue” towel. 


DISCUSSION 


Dr. J. V. Krauper: I am not acquainted with any report on “scottissue” 
towels as an allergen. The interesting point is: What is the allergen? I suspect 
the sizing, and it would be interesting to know whether the sizing has been changed 
owing to scarcity of material because of the war. If so, may war conditions not 
produce new cases of sensitization dermatitis? I would also suspect that a wood 
resin might be the causative agent. I believe that it is not a simple chemical. 
Alum is used and also acids and alkalis. It would not be a synthetic resin like 
urea formaldehyde or water-clear “plexiglass” type of resin. I believe that one 
would not dare use it. I succeeded in obtaining twelve different varieties of wood 
resin, and I shall test him with all of them. I doubt that it is the paper itself. 
Norte.—Reactions in patch tests performed with twelve different varieties of 
wood resin were, with one exception, negative. A positive reaction was obtained 
with diethylene glycol ester of “abalyn” ar ester of resin)—maleic anhydride 


adduct (Hercules Powder Co.). 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. J. F. KLauper and 
Dr. Marjory K. Harpy. 

M. B., a white woman aged 38 years, presents on the anterior surface of both 
legs from the ankles to below the knees, several irregular plaques with well defined 
borders. The central portions of the lesions are sunken and have a coppery waxy 
appearance. The surrounding skin is normal. The eruption began in 1937, follow- 
ing rather severe trauma. She has had increased appetite during the past year, 
with a loss of weight over the same period and polydipsia. She bruises: easily. 

The systolic blood pressure is 120 and diastolic 60. The pulse rate is 72 and 
the weight 122 pounds (55.4 Kg.). The heart and lungs are normal. 

A blood cell count showed 3,700,000 erythrocytes, 9,800 leukocytes and 87 per 
cent hemoglobin. The result of the tourniquet test was positive. The fasting blood 
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sugar was 81 mg. per hundred cubic centimeters of blood. A urinalysis revealed 
a slight trace of albumin. 

The patient has been given ascorbic acid, 100 mg. twice a day, and rutin, 20 mg. 
three times a day. The results in the glucose tolerance test were normal. 


The histologic report was as follows: “The epidermis was thin and the inter- 
papillary pegs were not present. The atrophy was doubtless due to pressure and/or 
stretching as a result of the pathologic changes in the corium. In the corium 
practically all the collagenous bundles were necrobiotic, but around the blood vessels 
they were split into delicate fibrils and were lightly infiltrated by lymphocytes and 
fibroblasts. The interposition of the latter areas produced the effect of subdividing 
the corium into localized regions of necrobiosis, which at first suggested*a diagnosis 
of granuloma annulare. It was only after critical examination that it was realized 
that the necrobiosis was not localized, but affected the entire corium. Apparently, 
the products of the necrobiosis were responsible for the cellular reactions around 
the blood vessels. These cellular reactions were.also exhibited in a narrow zone 
which immediately underlay the epidermis. Here there was, in addition, a notable 
degree of edema, and some of the fibroblasts had broad granular cytoplasm, some- 
what reminiscent of foam cells. I believe, though, that they were not such, but 
were in a state of intracellular edema. It is true that there were some regions 
where the fibroblasts contained nuclei which were swollen and deformed and thus 
resembled epithelioid cells, but they were not alined consistently against the 
necrobiotic collagenous tissue, such as is the case in granuloma annulare. The 
diagnosis was necrobiosis diabeticorum. 7 


DISCUSSION 


Dr. Frep D. Wei1pMAN: I was struck by the uniform character of the atrophy 
in the centers of the lesions and their large size. They are so thin that the contour 
of the blood vessels can be seen. The histologic structure is typical, however. 
There is no question about the diagnosis. This patient presents some of the best 
exaniples of sclerotic blood vessels that I have ever seen in this disease. I have felt 
for some time that the order of pathologic process in this disease is that of infarc- 
tion in the cardiac muscles. In the latter, the coronary vessels pursue an irregular 
course and the necrotic centers of these infarcts follow the general course of the 
blood vessels. One does not see the cone-shaped lesions that one sees in the 
kidney, spleen and lung. These sclerotic vessels, I think, could account for the areas 
of necrosis in the parts supplied by them, which necrotic foci are ‘so characteristic 
when observed microscopically in this dermatosis. Infarcts can occur only in 
organs which have terminal arteries, and the skin does not have terminal arteries. 
Therefore, one would have to assume that there may occasionally be a congenital 
anomaly in the distribution of the vessels. 


Hereditary Hemorrhagic Telangiectasis Treated with Rutin. Presented by 
Dr. J. V. KLauper. 


J. W., a white girl aged 5, presents on each side of the face about six telangiec- 
tatic lesions. There are none elsewhere on the skin or on the mucous surfaces. 
She has never had bleeding from the nose. At times the tooth brush is blood 
tinged, although the gums appear normal. The mother is 33 years of age. She 
presents similar but less pronounced lesions on each side of the face and has had 
them for many years. Of her relatives she knows only of a paternal uncle who 
was prone to have bleeding from the nose. She has had bleeding from the nose 
ever since childhood. This occurs once or twice weekly. It was much worse 
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during her two pregnancies. She is now pregnant. During pregnancy her nose 
bleeds almost every time she uses her handkerchief. There are no lesions else- 
where and no bleeding from other sources except at times after using a tooth 
brush, when she will find it tinged with blood. The gums appear normal. The 
liver and spleen are not enlarged. The reaction in the capillary test is positive 
(four lesions of telangiectasis appeared in an area of about 4 square inches [about 
10 cm. square]). 

Treatment with vitamin P (antipurpuric), so-called rutin, orally, 20 mg. four 
times daily, was started seven days ago. The patient has been free from nose 
bleeding for the past four days, which she states is unusual for her during 


regnancy. ¢ 
DISCUSSION 


Dr. J. V. Kiauper: I have never seen a pregnant patient before with this 
disease. Theoretically there is a possibility of massive hemorrhage at the time of 
delivery. Another aspect of this case does not concern dermatologists as much as 
general practitioners. This woman’s family physician has advised her not to have 
any more children. I would challenge that advice. Who has ever heard of a 
fatality from this disease during pregnancy? It must be rare, and if that is the case 
why should she be advised to have no more children? 

Nore.—After two weeks of administration of rutin, the epistaxis ceased and has 
not recurred up to the present time (May 1946). She gave birth to a healthy 
child. At the time of delivery there was no uterine hemorrhage. 


Generalized Tinea. Presented by Dr. Stmon Karz. 


A Case for Diagnosis (Dermatitis Repens?). Presented by Dr. Frep D. 
WEIDMAN and Dr. BERTRAM SHAFFER. 


R. W., a white man aged 36 years, presents a widespread eruption consisting 
of scaling erythematous patches disposed especially over the face, hands, feet, sacral 
regions and extremities. He has had recurrent attacks of psoriasis and painful 
arthritis for the past three years. Since his admission to the hospital on June 27, 
1945, his course has been steadily downhill. 

Medical examination reveals an emaciated white man with arthritis of the 
fingers, wrists and toes. 

A blood cell*count showed 11.6 Gm. hemoglobin, 5,770,000 erythrocytes, 11,700 
leukocytes, 89 per cent polymorphonuclear leukocytes and 11 per cent lymphocytes. 
Tests of the blood sugar and the urea nitrogen revealed 75 and 10 mg., respectively, 
per hundred cubic centimeters of blood. The Wassermann reaction of the blood 
was negative. The urine was normal. A roentgenogram of the chest showed no 
abnormalities. 

The patient was treated according to the Goeckerman regimen; he was given 
tar baths, vitamins, including 300,000 units of vitamin D daily, and blood trans- 


fusions. 
DISCUSSION 


Dr. IsapoRE ZUGERMAN: I have seen 2 patients with this sort of keratosis 
blenorrhagica. Neither patient had gonorrhea. One is emaciated, but still alive. 
I treated him for a year and a half, and his disease eventually cleared up under 
treatment with injections of bismuth subsalicylate in oil. I have never seen any 
reference in the literature to this type of treatment in such cases. Whether the 
bismuth compound cured him or not I do not krow, but he is still alive. 
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Dr. Frep D. Wemman: I was struck by the swelling of the patient’s toes. 
They are 50 per cent larger than normal, obviously edematous, and there are one 
or two tiny accumulations of dried pus in the nail fold. Some of the nails of his 
toes are shriveled and make one think of acrodermatitis of Hallopeau. If there 
were an undermined edge to the lesions of the palms and soles, it would constitute 
a textbook picture of dermatitis repens. There is now a trace of a psoriasiform 
type of scaling. I am inclined to believe that this is a case of dermatitis repens. 

Dr. DonaLp M. Prttspury: At the Center for the treatment of venereal disease 
in Netley, England, all the cases of resistant gonorrhea in the entire British Army 
were reclassified, which resulted in a ward full of patients with keratosis blenor- 
rhagica and gonorrheal arthritis. Small papular lesions which resembled the 
beginning of psoriasis were often demonstrated in early keratosis blenorrhagica. 


Donald M. Pillsbury, M.D., Chairman 
Reuben Friedman, M.D., Secretary 
Jan, 18, 1946 


A Case for Diagnosis (Angiokeratoma?). Presented by Dr. Sicmunp S. 
GREENBAUM. 

J. L., a white man aged 52 and apparently in good health, presents a palm-sized 
lesion on the lateral side of the left leg over which are distributed fifteen to twenty 
minute lesions. The summits of some of the lesions bear black crusts, beneath 
which are hemorrhagic macules or blebs. The patient was seen in October 1945 
by the presenter, but has not been seen sit.ce. The disease has persisted for one 
year. 

The physical examination of the patient yielded nothing relevant. 

A study of the chemical content of the blood, a hemogram and a urinalysis 
yielded nothing essentially abnormal. Reactions of the blood to serologic tests 
were negative for syphilis. 

Dr. Fred D. Weidman reported on the biopsy specimen as follows: “The 
vascular lesions were telangiectases, with a singular localization in the uppermost 
parts of the skin. The collagenous changes at the bottom of the section were 
intriguing, because they offered the most promise for arriving at the original 
causative agents. They were too deeply located for colloid degeneration. In 
sections stained for amyloid the collagenous bundles in question stained pale blue, 
and accordingly their swelling was not due to amyloid. The pathologic diagnosis 
was telangiectasia (extreme and superficial) and localized hamartomatous hyper- 
plasia of collagenous tissue.” 

DISCUSSION 

Dr. Hamitton Montcomery, Mayo Clinic (by invitation): The histologic 
picture fitted in well with true angiokeratoma, even though the location of these 
lesions is rather unusual. This is not senile ectasia or hemangioma. 

Dr. HERMAN BEERMAN: Without knowing the histologic features, would the 
presenter consider a diagnosis of nevus comedonicus? 

Dr. Max Jessner, New York (by invitation): I thought that it looked like 
angiokeratoma unusually located. But after Dr. Weidman’s remarks about the 
histologic structure, I am doubtful that it is really angiokeratoma. 
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Dr. SicmuNnp S. GREENBAUM: Clinically, there are no telangiectases, and tlie 
lesions are hemorrhagic crusts. I see him now for only the second time, and io 
one removed any of these crusts ‘this time. I originally did, and when the crust is 
removed one sees erosion. When I first saw him he had two hemorrhagic blebs 
that were about the size of pinheads, and it was those two lesions that I excised 
‘for histologic examination. I was surprised to receive the report from Dr. Weid- 
man of telangiectases. They were not telangiectases clinically. I do not know 
what the disease is. A good many of the lesions disappeared spontaneously. The 
lesions now present are mostly new; they come and go. 


A Case for Diagnosis (Lichen Planus?). Presented by Dr. HERMAN BEERMAN 
and (by invitation) Dr. Jonn P. Scutty. ; 


A. L., a white man 44 years of age, is presented with paralysis and atrophy of 
the muscles involving both lower extremities. He noticed early in the summer of 
1944 the appearance of purplish discoloration, scaling and irritation of the dorsum 
of the left second toe, associated with itching and/or. burning pain. The latter 
was attributed to trauma from an object previously dropped on the foot, without 
having caused apparent immediate damage. The process, howevery gradually 
spread to and involved the great toe. At the initial examination of the patient on 
Oct. 30, 1945, both feet were pale, cold and dry. There was fissuring of the inter- 
digital spaces on both feet. A questionably indurated but somewhat thickened 
purplish scaling plaque extended over the soft tissue lateral to the nail of the left 
great toe to the base thereof. This plaque was confluent with a similar process 
involving the entire dorsolateral surface of the second toe. There was « suggestion 
of serous exudate and cutaneous breakdown over the proximal phalangeal joint of 
the left great toe. Small purplish scaly papules were noted at the base of the third 
and fourth toes. The patient complained of burning and itching at.the sites of all 
the lesions. 

Examination now reveals that the left foot is definitely warmer and of better 
color and the plaques are less scaly than previously. There is no exudate. The 
purplish discoloration persists. Whitish striae are noted along the buccal mucosa 
on the right side adjacent to the gingival margins. They blend anteriorly with a 
small silvery patch which is suggestive of erosive change. 

Serologic tests of the blood for syphilis gave negative reactions. Urinalysis 
revealed nothing essentially abnormal. Scrapings from the toes yielded no growth 
on culture for fungi. 

This case is of interest for two reasons: 1. In the fall of 1932, two treatments 
with high voltage roentgen rays along the spine for generalized lichen planus gave 
apparently spectacular results, for local treatment had previously proved futile. 
There has been no recurrence of the lichen planus until the present eruption 
appeared. 2. A left paravertebral block with procaine hydrochloride was performed 
on Nov. 10, 1945. The patient noted an immediate feeling of warmth in the foot, 
which had not previously been present at any time and which has remained to 
date Within a week after the injection pain in the foot had disappeared and has 
not recurred. The tone of the skin of the toes has also improved remarkably. The 
diagnosis made in the peripheral vascular clinic was “causalgia.” 


DISCUSSION 


Dr. HERMAN BeeRMAN: My original diagnosis in this case was Kaposi's 
sarcoma. 

Dr. SicmunpD S. GREENBAUM: I think that it is Raynaud’s disease. The patient 
has no arterial pulsation and he has a certain degree of pain and burning which is 
suggestive, and surely the lesion looks like Raynaud’s disease. 
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Dr. DonaLp M. Puttssury: When I first saw this man I felt, like Dr. Beerman, 
that Kaposi’s sarcoma was the likely diagnosis. At that time there was, however, 
a little more evidence of inflammation, and the possibility of beginning gangrene 
was considered. I was hesitant about making a biopsy. 

Dr. J. M. ScuitpKravt, Trenton, N. J.: I think that it is Kaposi’s sarcoma. 

Dr. Frep D. WemMan: It is my impression that it is Kaposi’s sarcoma. 

vr. Donatp M. Pittspury: Has any one else had a similar experience with 
high voltage roentgen ray therapy in lichen planus? 

Dr. Max Jessner, New York (by invitation): 1 do not remember a case that 
cleared with roentgen ray therapy. This ‘patient still has some lichen planus lesions 
in the mouth. 


Erythema of the Palms with Changes in the Nails. Presented by Dr. Josern 

V. Kiauper and Dr. Marjory K. Harpy. 

W. P., a white. man aged 48 years, presents changes in the nails, which were 
noted in April 1945. Several nails were affected. When last seen, on December 28, 
the bases of both thumb nails were red. No other signs of paronychia were noted. 
The nails were discolored, and the surfaces showed pits. The changes resembled 
those of psoriasis. The patient has had a patch of seborrheic dermatitis behind 
the left ear and an area of alopecia on the left side of the scalp. The soles are 
redder than normal. The toe nails also show changes similar to those in the 
finger nails. The patient does not know how long the redness of the palms has 
been present. He states that it is more pronounced after an emotional upset. No 
one else in the family has the same disease. 


DISCUSSION 

Dr. E. R. Gross: I should like to suggest a diagnosis of fixed eruption due to 
phenolphthalein. This patient told me that he has been taking “exlax” twice a 
week for the past ten or twelve years. I do not believe that the changes in the 
nails are related to the palmar lesions. 

Dr. Morrts Markowitz: Some cases of erythema palmaris have been attributed 
to vitamin B deficiency. 

Dr. Cuartes R. Rein, New York (by invitation): The patient has a patch 
behind his left ear which is rather characteristic of psoriasis, and the nails look 
psoriatic. 


Dermatitis Herpetiformis. Presented by Dr. HERMAN BeerRMAN and (by invi- 
tation) Dr. THomas E. Gipson. : 


S. M., a white man aged 30 years, had had pharyngitis for approximately nine 
months before the appearance of his cutaneous eruption. He had had an attack 
of severe staphylococcic sore throat six weeks previous to that, and a streptococcic 
infection of the throat in 1942. No bacterial culture was taken at the time. Sul- 
fonamide crystals were given for three days, which relieved the soreness and 
reduced the temperature, but the pharyngitis did not clear up for about two weeks. 
The patient returned to work, and while working one evening, about three weeks 
later, he noticed the sudden appearance of a burning and itching sensation, as if 
blisters were developing on his shoulders and down the back to the waist. The 
following day groups of fine blisters, arranged in a circular pattern, appeared on 
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the chest. The lesions increased in size, and the vesicles turned to pustules. The 
lesions were pruritic and from abrading of the vesicles erythematous pruritic 
lesions resulted, with crusting and formation of scales. Treatment with potassium 
arsenite was begun with 10 drops and increased gradually to 60 drops twice daily. 
The effect was noticed within nine or ten days in the gradual disappearance of 
the lesions. When the treatment was discontinued the lesions recurred. Sulfa- 
pyridin, 1 Gm. daily, was then used for approximately three years. At first the 
lesions were well controlled, but gradually there has been an increase in the number 
of lesions. Two million units of penicillin were given in sixty injections at three 
hour intervals (around the clock), with no effect. At one time the patient had an 
attack of severe “grip,” at which time his temperature was elevated to 103 F. 
for approximately twelve hours. Within two days the rash began to clear and 
the skin remained clear for three or possibly four days; then the rash recurred. 
Many ointments have been used with little, if any, effect. 

Examination revealed groups of multiform lesions, vesicles and occasional 
pustules with erythematous based lesions with demonstrable abrasions. There are 
areas of residual pigmentation where lesions have healed. The lesions are annular, 
and there are grouped arrangements with crusting and formation of scales. The 
pruritus is severer at night, when he abrades the areas, removing the tops of the 
vesicles and pustules and leaving the erythematous based lesions. The pubis, the 
back down to the waistline, the chest, the neck, the face and the scalp are involved. 
There is a small faint erythematous patch on the roof of the mouth the remains 
of a four day old lesion. Physical examination otherwise revealed no gross 


abnormalities. 
DISCUSSION 


Dr. SiGMuND S. GREENBAUM: I first saw this patient about five or six years 
ago, at a time when the dermatologic diagnosis of his case was “pemphigus vul- 
garis in the preagonal stage.” He was removed from the hospital and entered 
another hospital, and under treatment with potassium arsenite his skin cleared up 
remarkably within two or three weeks. Subsequently there was a relapse, and he 
was treated with ‘sulfapyridine, whereupon he again improved. He was then advised 
to continue treatment with a sustaining dose of sulfapyridine, and I lost track of 
him until I saw him here. 

Dr. E. R. Gross: When this patient was treated by Dr. Wright and me he 
had had an exacerbation of his lesions. We administered sulfadiazine, without 
improvement. We then gave him 1,300,000 units of penicillin, without improvement. 
Subsequently he improved with sulfamerazine therapy, but later relapsed. 

Dr. THomas ButTTerwortH, Reading, Pa.: It might be well to try chromium 
sulfate. As I recall, the dose is 4 grains (0.26 Gm.) three or four times a day. 
An article some thirteen or fourteen years ago reported a number of patients who 
seemed to get relief with chromium sulfate. . 

Dr. Max JessNeR, New York (by invitation): I do not know whether the 
iodine and bromide tests are used in dermatitis herpetiformis. I looked for some 
note about them, but found none. In cases such as this they are really not 
necessary. I think that they are useful in cases of atypical dermatitis herpetiformis, 
especially in the localized form, which is not so often seen, and even sometimes in 
the clinical picture of nummular eczema, which is found to respond to iodides and 
bromides and to arsenic therapy. I think that it is useful to differentiate wide- 
spread dermatitis herpetiformis from pemphigus. It is interesting to hear that he 
was thought to be dying of pemphigus and that afterward he recovered. I have 
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- never seen a qualitative bromide reaction in pemphigus, and, therefore, I think 
that it is a rather useful test to make in the cases of widespread dermatitis herpeti- 
formis. If there is no reaction in the patch test then one should give iodides and 
bromides orally, because there are a number of patients who are not reactive to 
bromides applied externally. It is best to start with a small dose of the iodide or 
bromide administered internally and increase it until an eruption develops. I do 
not believe that there are transitional forms of dermatitis herpetiformis, as has 
been suggested by Urbach. 

Dr. Morris Markowitz: Therapeutically, I would suggest the use of histidine 
monohydrochloride, 4 per cent solution, giving 5 cc. intramuscularly every forty- 
eight hours It is supposed to be rather efficient in dermatitis herpetiformis and in 
some cases of pemphigus. 

Dr. Cuartes R. Remn, New York (by invitation): Dr. Paul O’Leary says 
that he has been able to maintain his patients on I* tablet of “benadryl hydro- 
chloride’ N. N. R. (diphenhydramine hydrochloride) a day. It has given good 
results in some cases of dermatitis herpetiformis. 

Dr. DonaLp M. Pittssury: I have used it with good results in relieving the 
urticarial reaction, but it did not cure the patient. 

Dr. Carrot, S. Wricut: About 1930, Dr. Schamberg and I saw a patient 
who presented a textbook case of dermatitis herpetiformis, yet two or three weeks 
later he had typical pemphigus and died of it within a short time. I think that 
there are borderline cases—not exactly transitional cases but cases difficult to 
differentiate. 

Dr. VaucHn C. Garner: Duhring originally recommended sulfur in fairly 
high concentration in dermatitis herpetiformis. I wonder whether the members of 
the Society have had the same experience I have had of spectacular improvement 
after the use of sulfur. I have recently had under my care a marine who had 
gone through a number of departments with the fantastic diagnosis of miliaria. 
This man had typical dermatitis herpetiformis. He was home on leave for only 
three weeks, during which I saw him four times and gave him injections of whole 
blood, ultraviolet irradiation and an ointment containing 10 per cent sulfur. To 
my amazement, the lesions cleared almost completely by the time he left. 


Moniliasis Cutis. Presented by Dr. Donatp M. Pittssury and (by invitation) 
Dr. THomas E. Grsson. 


E. R., a white man aged 26 years, was treated for infantile eczema from the 
time he was 3 months of age until the age of 5 years. -The skin subsequently 
remained clear for approximately one year, when an eruption again appeared and 
persisted with occasional exacerbations until two years ago, when the present 
generalized involvement with papulovesicular macerated lesions developed. Approxi- 
mately two years ago, the hair began to thin out, although total alopecia never 
developed. The eyebrows and eyelashes practically disappeared, and the nails of 
both hands have been involved for the same period. There has been a gradual 
loss of weight over the period of two years. At one time he was 40 pounds 
(18.1 Kg.) below the standard weight for his height. During hospitalization (five 
weeks) he has gained approximately 7 pounds (3.2 Kg.). The lesions have cleared 
except for a decreasing exacerbation of the face, which has lasted approximately 
a week. 

Examination reveals a generalized eruption, consisting of tiny closely con- 
gregated epidermal papules and vesicles on an inflamed base on the face, neck, 
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chest, back, buttocks, lower extremities, including the intertriginous surfaces 0: 
the toes, and the arms. There is thinning of the hair of the scalp, eyebrows and 
eyelashes. Hair is beginning to reappear over the bearded region, the eyebrows 
and the eyelashes. The tongue is smooth and is pinkish red, with a few irregularly 
shaped white plaques. 

Monilia albicans was cultured from the nails, skin, scalp, gastric secretion and 
stool. No monilial organisms were found in the urine, in a bronchoscopic specimen 
culture, in expressions from the tonsils or from the sockets of ulcerated teeth. 
Gastric analysis revealed the presence of free hydrochloric acid in less than normal 
amount. The hemogram showed a white cell count of 13,400, of which 76 per cent 
were polymorphonuclear leukocytes and 23 per cent were lymphocytes. The sedi- 
mentation rate of the blood was 34. The patient’s blood sugar level varied from 
55 to 80 mg. per hundred cubic centimeters of blood. No monilia were seen in 
a biopsy specimen. The histologic report on the latter was “chronic dermatitis.” 
The patient has been treated with (1) compound ointment of sulfur, beginning 
with 10 per cent and increasing to 20, 30 and finally to 40 per cent strength, (2) a 
1 per cent aqueous solution of methylrosaniline chloride, (3) a diet in the beginning 
of which the carbohydrate intake was reduced to 100 Gm. daily and during which 
he received injections of 10 units of insulin, (4) hydrochloric acid with his meals, 
(5) intramuscular injections every other day of 3 cc. of unrefined extract of liver, 
(6) vitamin B complex, 3 tablets three times a day, and (7) tablets of methyl- 
rosaniline chloride, 0.15 of a grain (0.009 Gm.) three times daily. The erythematous 
papules and vesicles have gradually subsided. The scaling has been reduced. The 
areas are dry. There is exfoliation of the epidermis of the palms. 


DISCUSSION 

Dr. E. R. Gross: Is it possible that this is pityriasis rubra pilaris with perhaps 
superimposed moniliasis? The lesions on the elbows and back are certainly like 
those of pityriasis rubra pilaris. . 

Dr. Donatp M. Piittssury: I think that that is a good point. It has become 
more evident since the erythematous reaction has subsided. 

Dr. Frep D. Wermman: I should like to ask whether iodides have been 
employed intravenously. I think that is a last resort in fungous infections. 

Dr. Tuomas E. Gipson (by invitation): We gave the patient iodides by mouth 
for four days, and he had a terrific flare-up on the third day, so that after one more 
day we discontinued treatment with it. He also had a flare-up with the use of 
sodium propionate. 

Dr. Sicmunp S. GREENBAUM: It seems to me that moniliasis involving the 
mucous membranes of the mouth is always a secondary invader in a constitutional 
disturbance, and if this boy has generalized moniliasis he has it as a secondary 
rather than a primary disease in addition to something that is constitutionally and 
radically wrong with him. He.has total alopecia of the eyebrows and fairly 
decided alopecia of the head. 


Angioma, Mostly Port Wine Type, Mixed with Slight Tuberous Elements. 
Presented by Dr. SicmuNp S. GREENBAUM. 


H. D., a white woman aged 47 years, fairly well developed, cooperative and 
apparently in good health, presents a port wine-colored nevus with scattered eleva- 
tions covering the entire chin, the lower part of the right cheek and the lower lip. 
The chin has not been treated. The eruption on the right cheek before treatment was 
as pronounced as is that now on the chin. It was treated two years ago with 
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filtered radium radiations, with about 90 per cent improvement. There was a 
large bluish elevation on the lower lip which was also treated two years ago with 


radium. 
DISCUSSION 


Dr. Donatp M. Pittspury: What were the factors of the radium? 

Dr. Sigmunp S. GreENsauM: When I first saw her about four years ago, her 
face was covered with actors’ grease in order to conceal a horrible disfigurement. 
1 stated that nothing could be done for the port wine stain but that I might try 
radium on the small elevated areas. I used radium plaques filtered with aluminum 
and obtained the improvement now evident. She has not been seen in two years. 
Now she wants the rest of the eruption treated. 


Dr. CrareNce S. Livincoop: I had the opportunity to visit the clinic of Dr. 
Frank Combes at Bellevue, where Dr. Bucky has been using the grenz ray in the 
treatment of port wine nevi of this type. I saw a number of pictures of patients 
before and after treatment, and I also saw some of the patients who had been 
treated for some time. One was a boy of 18 years who had received treatment 
over a period of three or four months and who certainly manifested improvement. 
One cannot but be impressed by the fact that in two good clinics it is thought that 
the grenz ray constitutes an effective method of treatment for something that 
cannot be treated in any other way. I made a special point of asking about older 
patients. It seems that it does not do so well in them, but one can accomplish 
something in patients up to 35 or 40 years of age. 

Dr. Max JessNer, New York (by invitation): My colleagues and I gave up 
the treatment with the grenz rays, because experiments by Martenstein showed 
that the rays penetrated through the whole skin, and we observed that they reached 
the subcutaneous tissues. Also, we did not see any better results than with roentgen 
rays. I still think that the best treatment is with thorium X. It is being manu- 
factured in England, and it was routine treatment in Breslau, Germany, for port 
wine stains. 


Sensitization Dermatitis to “Mazon” Ointment. Presented by Dr. Marjory 

K. Harpy. 

R. D., a white woman aged 26 years, was seen on Jan. 7, 1946, at which time 
there was subacute dermatitis of the dorsa of both hands and fingers. There were 
similar areas on and under the chin. The patient stated that she had applied 
“mazon” ointment (a combination of phenolic substances and organic mercury 
compound in a greaseless base) for a rash on the fingers and for itching on the 
chin. On January 14, the eruption was much better. Eczematous dermatitis of 
the fingers was still present. There are the remains of a positive reaction of a 
patch test with “mazon” ointment still present on the left arm. 


DISCUSSION 

Dr. Francis B. EveLanp, Wilkes-Barre, Pa.: In most patients with dermatitis 
‘from “mazon” it is the mercury contained therein which produces the dermatitis. 

Dr. Marjory K. Harpy: This woman since the age of 6 years has been treated 
by various physicians for contact dermatitis, usually confined to the face, but no 
agent had been found until, returning after two years’ absence, she admitted using 
“mazon.” She says that “Mennen’s baby oil” has caused a flare-up on her hands. 
“Mennen’s baby oil” contains a rather high percentage of mercury. 
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A Case for Diagnosis (Parapsoriasis? Psoriasis?). Presented by Dr. Frep 
D. WermpMAN and Dr. Simon Katz. 


Disseminated Lupus Erythematosus. Presented by Dr. E. R. Gross. 


W. B., a white man aged 65 years and appearing to be in good health, consulted 
the presenter on Dec. 27, 1945, with a confluent erythematous eruption on the flush 
areas of the face, chin, forehead, scalp, extensor surfaces of the forearms, dorsa 
of the hands and dorsa of the fingers (terminal phalanges). He stated that he 
first noticed this eruption on the face after a fishing trip in August. He was 
exposed to the sun all summer, and the eruption became progressively worse. He 
complains of general malaise, especially a soreness of both arms. His pharynx is 
injected ; he has a patch of leukoplakia on the right buccal mucosa, and the 
remaining lower teeth are in a poor state. He presents a poor state of oral 
hygiene, with mild bismuth gingivitis. Otherwise the physical examination reveals 
nothing essentially abnormal. 

The family history and the patient’s past medical history are irrelevant. He is 
receiving 450 mg. of bismuth daily in the form of “bistrimate” tablets (each tablet 
contains 410 mg. of sodium bismuth triglycollamate). There has been slight 
improvement in the lesions. 

DISCUSSION 


Dr. Carro_t S. WricHt: The eruption on the patient’s face undoubtedly looks 
like lupus erythematosus, but the rash on the arm does not. It is lichenoid. 
I suggest the possibility of lichen planus. Dr. Gross said that he would be willing 
to give some consideration to the idea that this may be contact dermatitis pro- 
ducing lichenified dermatitis. 

Dr. E. R. Gross: This patient has been receiving “bistrimate” orally in a 
dosage equal to about 450 mg. of elemental bismuth daily. He is only slightly 
improved. The results in the treatment of disseminated lupus erythematosus have 
not been encouraging. Dr. Wright and I presented before this Society a young 
girl with disseminate erythematous lupus. She did well for perhaps the first month 
or so. Then an acute infection of the upper part of the respiratory tract developed, 
and following this there was exacerbation of the lupus erythematosus lesions even 
with intensive treatment with “bistrimate.” She is gradually going downhill again. 
However, this has not dampened our enthusiasm for “bistrimate” therapy in other 
types of lupus erythematosus, with one exception, and that is the type which is 
produced by some definitely established endocrinologic disturbance. Dr. Wright 
and I have observed a physician’s wife with lupus erythematosus whose eruption 
vanished magically when she became pregnant. After delivery it recurred. She 
was given “bistrimate,” without any improvement. I should like to hear some 
other comments about results of treatment with bismuth compound in these patients. 

Dr. Donatp M. Pittssury: I should like to offer a dissenting opinion on that 
diagnosis. I think that there are features that are strongly suggestive of sensitivity 
to light. On the scalp there is an eruption in the area which is practically bald. 
In the areas with more hair there is no eruption. The features, as has already: 
been suggested, are those of contact dermatitis. 

Dr. A. Strauss: I thought of contact dermatitis when I first saw this patient. 
He was exposed two weeks ago to turpentine and paint. However, these lesions 
were present prior to that; they were not provoked by exposure to turpentine 
and paint. 

Dr. VauGHN C. Garner: A query recently appeared in The Journal of the 
American Medical Association in regard to the treatment of lupus erythematosus. 
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I wonder whether we agree with the opinion given by the man who replied to the 
effect that bismuth compound has been found to be of no value, but is actually 
harmful. That really upset me, since it is the first type of treatment that I use in 
lupus erythematosus, particularly of the discoid type, in preparation for treatment 
with gold compound. In this article he said that the consensus among derma- 
tologists was that bismuth compound is of no value in lupus erythematosus. 
Dr. CarroLy S. Wricut: I certainly would disagree with that. I have had some 
excellent results and have never had cause to regret the use of bismuth compound 
in a single case of lupus erythematosus. I know that I have had a number of cures 
in what might be called intermediate cases—the subacute rather inflammatory types 
which are reactivated by sunlight. : 
Dr. Donato M. Pittssury: I had a patient with lupus erythematosus who 
received “bistrimate” and showed striking initial improvement. There was no 
question about it, and he has held it extremely well. He had gastrointestinal 
symptoms for a while, but is now taking 1 tablet of 75 mg. three times a day, 
without ill effect. 
Dr. E. R. Gross: We have not had the striking results with parenteral admin- 
istration of bismuth compound that we have had with oral administration of 
“bistrimate”” We stress the importance of taking the tablets. These patients 
excrete 2 to 4 mg. of bismuth in the urine daily. If the excretion is less, we 
know that the patient is not taking the medication. In most of these patients . 
bismuth gingivitis develops, which we regard as an index of absorption. One 
patient with subacute lupus erythematosus whom we treated with “bistrimate” for 
about three months is now, for clinical purposes, considered cured. 


Alopecia of the Upper Eyelids, Cause Unknown. Presented by Dr. SIGMUND — 
S. GREENBAUM. 


A. B. is a white boy aged 15 years. His, disease began seven years ago. The 
patient has had. measles and varicella and, when newborn, impetigo. 


DISCUSSION 

Dr. Cares R. Retn, New York (by invitation): I think that it is trichotil- 
lomania. I questioned the patient carefully, and he admitted that he plucked his 
eyebrows continuously until two or three years ago. He says that now they fall 
out easily. 


CHICAGO DERMATOLOGICAL SOCIETY 
Frederick R. Schmidt, M.D., President 
Marcus R. Caro, M.D., Secretary 
Oct. 17, 1945 


Granuloma Annulare. Presented by Dr. Minnie O. PERLSTEIN. 


S. K., a woman aged 53, presented an eruption of seven months’ duration. This 
eruption had been constant on the dorsum of both hands and had affected the face 
and lips during the past month. 

The eruption now consists of discrete, split-pea-sized nodules, which are pinkish 
red, elevated and flat topped, with a central umbilication in the older lesions. At 
no site is there evidence of annular formation. The lesions are scattered over the 
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dorsa of the fingers of both hands, with a few scattered lesions on the left side of 
the forehead and the left cheek. There are single lesions on the vermilion border 
of the upper lip. No subjective symptoms are present. 

A roentgenogram of the chest showed evidence of a healed apical focus of 
tuberculosis of long standing. There was no evidence of a recent or an active 
lesion of any type involving the pleura, the pulmonary fields or the cardiovascular 
system. The urine was normal. The blood count showed moderate secondary 
anemia. 

Histologic examination of a nodule removed from the dorsum of the hand 


revealed the histologic changes of granuloma annulare. 


DISCUSSION 


Dr. S. W. Becker: The microscopic section was certainly characteristic ot 
granuloma annulare, though the lesions were not annular. Often granuloma annu- 
lare appears in the form of several nodules about a circle; so I see no reason that 
the process could not be granuloma annulare, even though the picture is not the 
usual one. 

Dr. H. J. Parkuurst, Toledo, Ohio: Could not this case be better classified 
as one of erythema elevatum diutinum? 

Dr. Hamitton Montcomery, Rochester, Minn.: The histologic changes of 
erythema elevatum diutinum are entirely different from those of granuloma annulare. 
In erythema elevatum diutinum there are definite hyaline changes in the walls of 
the blood vessels and there are no areas of pseudonecrosis or necrobiosis, such as 
are presented in this case. The histologic picture in this case is typical of granuloma 
annulare and confirms the observation of Dr. F. C. Priunty and myself (Granuloma 
Annulare, ArcH. Dermat. & SypxH. 46:394-413 [Sept.] 1942) that there is no 
deposition of fat in the lesions of granuloma annulare, in contrast to extracellular 
deposits of fat seen in the lesions of necrobiosis lipoidica diabeticorum. 

Dr. STEPHAN Epstein, Marshfietd, Wis.: I agree in general with the diagnosis 
as presented. Pinkus reported a series of cases presenting apparently a transition 
between granuloma annulare and papulonecrotic tuberculids (Arch. f. Dermat. u. 
Syph. 170:194-222, 1934). I believe the eruption in this case may be a tuberculid 
of this form. 

Dr. Minnie O. Pertstern: On first examination this patient presented the 
same type of eruption as that seen today, with no evidence of annular formation 
and with discrete, pinkish red papules, flat topped and umbilicated. My impression, 
although I had never seen a verified case, was that the disease was erythema 
elevatum diutinum. However, Dr. Caro made the histologic report of granuloma 
annulare. 

Dr. Francis E. SengeAr: Dr. Perlstein and I felt that clinically the case was 
far from typical. Since we have had the patient under observation, some of the 
lesions have begun to show a depression in the center, which was not apparent 
when we first saw her. One of the lesions has become flattened in the center to 
such a degree that it is distinctly annular in conformation. 


Occupational Dermatitis of the Nails and Paronychia Following Use of 

“Permachlor” Diluted with Methyl Alcohol. Presented by Dr. Harry 
M. Hence. 
A. W., a married white woman aged 51, had been working in a radio factory 
for three years when, about a year ago, they began to employ methyl alcohol as 
a diluent for the “permachlor” used for cleaning radio condensers. Three weeks 
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atter the use of methyl alcohol had been begun, her fingers became numb, and con- 
tinued to tingle even after she had been away from the work for a day or so. 
Within another two weeks the edges of her finger nails became black and then 
lost all luster, and in two weeks more they began to fall off. Pus developed in the 
paronychial folds and in some instances under the nail bed. After the nails fell 
off, a new, thickened nail grew but was associated with much pain. The new nails 
were “hump” nails and would not grow beyond the end of the fingers. She suffered 
so much pain she could not sleep. There was no history of the use of or contact 
with strong soaps or other irritants. There were no symptoms of Raynaud’s disease 

when she was subjected to alternating heat and cold. < 


The Wassermann reaction of the blood was negative. The blood count showed 
a hemoglobin content of 76 per cent, 4,070,000 erythrocytes and 8,800 leukocytes, 
with a differential count of 31 per cent small lymphocytes, 7 per cent large lympho- 
cytes, 56 per cent neutrophils, and 8 per cent transitional forms. Her blood 
pressure was 142 systolic and 88 diastolic. The urinary findings were normal. 


DISCUSSION 


Dr. Francis E. SENEAR: I should like to ask Dr. Hedge whether any search 
was made for monilial organisms, even though the appearance of the nails seems 
to coincide with the introduction of methyl alcohol into her work. The findings on 
examination today, showing bolster formation around several nails, and the history 
of definite pus formation about the nails at one time suggest that she might have 
monilial paronychia, such as is often seen in one who has had the hands in solutions 
of one type or another. The factor of methyl alcohol might be incidental. 


Dr. Harry M. Hence: This woman had worked with the “permachlor” solu- 
tion for three years, during which time the nails remained normal. A change in 
the diluent: was then necessary, and methyl alcohol was introduced. She had 
tingling of the fingers back to the second joint. Shortly after the change to methyl 
alcohol the changes in the nails began, appearing first in the corner and spreading 
centrally until the entire nail was involved. Scrapings were examined for fungi, 
though no cultures were made. The sections were studied under the microscope 
with sodium hydroxide. I was unable to find out the composition of the 
“permachlor.” The fact that she worked with it for three years prior to the time 
the methyl alcohol was added and that she had definite tingling of the fingers 
when the alcohol was added made me attribute the changes in the nails to the 
_ methyl alcohol. 


A Case for Diagnosis (Morphea Type of Epithelioma?). Presented by 
Dr. CLarK W. FINNERUD. 


C. J. K., a married woman aged 40, complained of a lesion the size of a finger 
nail on the front of the left cheek near the lower eyelid, of eight months’ duration. 
She stated that it began as a red streak, which was soft but later gradually became 
firm and grew slowly to its present size. She also stated that she had received 
a severe blow in this area fifteen years ago, when she fell from a horse, since which 
time this area has been practically devoid of sensation. She wished to avoid, if 
possible, having a biopsy because of the location of the lesion. 

Physical examination revealed an oval, indurated plaque in this area, the size 
of a finger nail, slightly grayish, and with a delicate, slightly elevated, threadlike 
margin in places. 
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DISCUSSION 


Dr. J. F. Mappen, St. Paul: I think that this is a morphea type of epithelioma; 
however, no one can be certain without a biopsy. 


Dr. Epwarp A. Otiver: I thought that this was a good example of a 
morpheiform epithelioma. As dne looks at the lesion carefully, one can see the 
pearly, everted border. I disagree with Dr. Madden about taking a biopsy specimen 
before instituting treatment. It is perfectly evident that it is a basal cell epithe- 
lioma, and I believe that roentgen therapy will produce an excellent result. If one 
is going to take a biopsy specimen, why not excise the lesion instead? 


Dr. CLARK W. Finnerup: I saw this woman yesterday afternoon for the first 
time. I requested permission for biopsy. She refused and stated she had come to 
me because the dermatologists she had previously consulted had insisted that a 
biopsy be done. I therefore did not insist. 

I am interested in Dr. Oliver’s views with regard to treatment, for in my experi- 
ence this type of epithelioma has proved resistant to radiation. Some of the men 
here assembled with whom I have discussed the case have stated that they prefer 
radium; some, roentgen rays; some, electrocoagulation and curettage, and some, 
surgical excision. I should like to hear the treatment discussed. 

Dr. H. E. Micuetson, Minneapolis: I am sorry to hear Dr. Oliver say that 
he would be willing to treat this patient without a biopsy. In the university clinic, 
and in my own work, I almost never treat a patient with a lesion diagnosed as 
cancer without confirming the diagnosis by biopsy and getting the additional 
information that such an examination offers. Not long ago I saw a patient for 
whom a clinical diagnosis was made of basal cell epithelioma on the bridge of the 
nose. However, biopsy revealed a lymphosarcoma. I feel certain that most of you 
would have agreed with the clinical diagnosis of basal cell epithelioma. I believe 
it is'a backward step to treat cancer without microscopic confirmation. 


Dr. Epwarp A. Otiver: My colleagues and I do biopsies on all our clinic 
patients, but in this case the information one would get hardly warrants taking a 
specimen. This lesion apparently is a basal cell epithelioma, and, unless I am much 
mistaken, an excellent result will be obtained with roentgen therapy provided the 
first dose is large enough. I have treated a number of patients with roentgen rays 
and have had uniformly good results. 

Dr. J. F. Mappen, St. Paul: It seems to me that if it is considered necessary 
to perform a biopsy on a patient in Cook County Hospital, it is equally necessary to 
perform one on a private patient. The object in both cases should be to establish 
the diagnosis. This cannot be done by observation. 


Dr. Marcus R. Caro: I do not believe that private patients should be dis- 
criminated against. If clinic patients have a biopsy in a case like this, private 
patients should have the same advantage in the establishment of a definite diagnosis. 
If roentgen rays or radium is used in a dose large enough to destroy the tumor, 
there will be some scarring as a result, and the scarring should not be increased 
by previously taking a small biopsy specimen. My limited experience in a few 
such cases has shown poor results with roentgen therapy. Furthermore, I do not 
believe that excision is the treatment of choice here because of the danger of 
pulling the eyelid down and producing an ectropion. I believe that curettage 
followed by cautery is the treatment of choice. 


Dr. HERBERT RATTNER: I should like to express agreement with Dr. Oliver. In 
this case a biopsy is desirable but not necessary for a diagnosis, and in the circum- 
stances one would be justified in instituting treatment without first performing a 


biopsy. 
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Dr. Francis E. SenearR: I have had good results with roentgen therapy, of 
these lesions, with nothing but a faint scar resulting. I think, as Dr. Michelson 
said, that the result depends largely on whether the lesion is a basal cell or a 
squamous cell epithelioma. I recently had the experience of telling a man with 
what clinically was a typical sebaceous cyst of the face that it was inconsequential. 
He went to Dr. Francis Strauss, who also thought it a sebaceous cyst. He excised 
the lesion and microscopic examination revealed a basal cell epithelioma. 


Dr. HAmiILton MontcoMERY, Rochester, Minn.: In my experience, practically 
every morphea-like epithelioma is histologically a basal cell epithelioma that has 
grown so slowly that it is relatively radioresistant. Not enough cases, however, 
have been observed by anyone to permit statistical analysis as to the value of 
roentgen therapy versus cauterization or excision. I think the modality of treat- 
ment depends on the training of the physician. Surgical excision of the lesion in 
this case might cause some ectropion, but I am sure that in a few months there 
would be gradual stretching of the skin and there would be no permanent ectropion. 


Acrodermatitis Atrophicans Chronica. Presented by Dr. Herpert RATTNER 
and (by invitation) Dr. H. H. Roprn, South Bend, Ind. 


M. F., an obese white woman aged 64, born in Bavaria, Germany, was referred 
to the dermatologic clinic of Cook County Hospital on Sept. 6, 1945 for treatment 
of dermatitis involving her lower extremities. The patient states that the eruption 
began as an elevated erythematous plaque on the left ankle when she was 16 years 
of age. New lesions continued to develop and became confluent to involve the entire 
surfaces of the ankles and the dorsal surfaces of the feet. The dermatitis had 
advanced slowly upward on the legs during the past forty-eight years, until at 
present the upper portions of the thighs are also involved. She has lived in the 
United States for the past forty-three years. 

Physical examination reveals diffuse cutaneous atrophy involving the lower 
extremities. Owing to the transparency of the skin, the involved areas have a 
bluish, erythematous hue with pronounced exaggeration of the underlying vessels. 
The legs present a moderate varicose complex. Sclerodermatous changes are 
present on the ankles and the dorsal surfaces of the feet. There is a healed ulcer 
on the medial aspect of the right ankle. She also presents exophthalmos, which, in 
the opinion of endocrinologists, is due to a familial trait and not to exophthalmic 
goiter. 

The patient’s history of childhood diseases is without apparent significance. At 
the age of 16 years corneal ulcers developed, which were said to have been due to 
an “allergic factor.” In 1935 she had rheumatoid arthritis, which produced 
deformities of the finger joints. She has been treated for colitis during the past 
ten years without success. She had a history of hysterectomy in 1922 for uterine 
tumors, herniotomy in 1923 for a postoperative ventral hernia, laparotomy in 1936 
for intestinal obstruction and mastoidectomy in 1943 for mastoiditis complicating 
Otitis media. 

The blood count and urinalysis revealed no abnormality, and a Kahn reaction 
of the blood was negative. The basal metabolic rate was + 30 per cent. 


DISCUSSION 


Dr. Maurice OprpENHEIM (by invitation): This case shows two of the three 
final stages in acrodermatitis atrophicans chronica which I have described in my 
papers (Jadassohn, J.: Handbuch der Haut- und Geschlectskrankheiten, ‘Berlin, 
J. Springer, 1932, vol. 12, pt. 1): lipomatosis around the knee and pseudosclero- 
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derma on both legs. The third and final stage of this disease, which I described 
first, the formation of fibromas over the joints, or acrofibromatosis, is absent. The 
etiologic factor in these three final stages is the absence of elastic fibers. After 
the degeneration of the elastic fibers which form the skeleton of the skin, the 
papillae are flattened and the connective tissue begins to grow, is hypertrophic and 
produces the fibrosis, the pseudoscleroderma and the acrofibromatosis. On the 
other hand, the degeneration of the connective tissue and elastic fibers, which is 
present in the beginning, stimulates a growth of the subcutaneous fatty tissue, or 
lipomatosis. 

As to causation, this disease is a nevoid lesion, according to Weidenfelt, who 
was the first to mention the hereditary factor. In a recent issue of the ARCHIVEs 
(53:192 [Feb.] 1946) Oliver and Bluefarb stressed the importance of heredity, and 
in all my articles I have tried to prove the inherited weakness of the elastic fibers. 

Dr. HAMILTON MONTGOMERY, Rochester, Minn.: In a series of 45 cases which 
I studied recently with Dr. R. R. Sullivan, 5 were of native-born Americans 
(Acrodermatitis Atrophicans Chronica, Dermat. & SypuH. 51:32-46 [Jan.| 
1945). The elastic tissue is not destroyed except in the areas of the infiltrate until 
the disease is well advanced. I think the process is fundamentally a collagenous 
disease and that the collagen tissue is destroyed, resulting in a greatly thinned 
cutis, so that the subcutaneous blood vessels are readily seen through the skin. 
I should regard the disease as a toxic process which affects the collagen. There 
was no familial history of the disease in any of the 45 cases in my series. 


Necrobiosis Lipoidica Diabeticorum Without Diabetes. Presented by 
Dr. S. W. BECKER. : 


J. O’K., a married white woman aged 22, presented lesions on the shins of three 
and a half years’ duration, which had caused no subjective symptoms. She has not 
had symptoms referable to diabetes, although her paternal grandmother is diabetic 
and her father has mild diabetes. On the left shin is an oval plaque, 5 by 10 cm., 
with erythematous border and a yellowish, atrophic center, through which blood 
vessels can be seen. A similar plaque, measuring 3.5 by 7 cm., is present on the 
right shin. 

Urinalysis showed a trace of albumin but no sugar. The fasting blood sugar 
was 74 mg. per hundred cubic centimeters. One hour after ingestion of 100 mg. 
of dextrose the blood sugar was 157 mg., and two hours after ingestion it was 
125 mg., per hundred cubic centimeters. The urine showed no sugar at either time. 
Her sugar tolerance was considered normal, though perhaps borderline. 

Histologic examination showed that the epidermis was atrophic and the dermis 
somewhat thinned. The collagen showed necrobiosis. There was moderate peri- 
vascular infiltration. Specific stains showed a small amount of fat in the walls of 
vessels and between the collagen bundles in some parts of the section. 


DISCUSSION 


Dr. Cart W. Laymon, Minneapolis: Since this disease was first described, 
there has been considerable discussion as to whether it occurs in nondiabetic 
persons. The first cases described by Oppenheim and Urbach were of diabetic 
patients, but since that time the lesions have been described in persons who were 
not diabetic. Almost all the patients in the latter group have a family history of 
diabetes or present an abnormality in the dextrose tolerance curve. 

Dr. Maurice OPPENHEIM (by invitation): I do not believe that dermatitis 
atrophicans diabetica, a disease which Urbach called necrobiosis lipoidica 
diabeticorum, and which I described twé and a half years before with all clinical 
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- and histologic details, can exist without diabetes. The diabetes is sometimes latent, 
and sometimes the family history shows diabetes in parents and grandparents. In 
the present case, the father and grandmother had diabetes, according to the patient's 
statement. I consider it not impossible that dermatitis atrophicans diabetica can be 
a precursor of future diabetes or a sign of latent diabetes. 


Dr. RuseN NoMLanp, Iowa City: I recently saw a patient who had had the 
disease for sixteen years and who had no history of diabetes or any sign of it at 
the time of examination. The blood sugar and the dextrose tolerance curve were 
both normal. 


Dr. S. W. Becker: This patient has been warned that she should not permit 
herself to gain weight, because such a change favors diabetes, which is already 
present in her paternal grandmother and father. I think that one will eventually 
speak of a diabetic syndrome rather than of diabetes. Two substances have already 
been isolated from the pancreas: insulin, which influences sugar metabolism, and 
lipocaic, which influences fat metabolism. Since necrobiosis is concerned with 
deposits of lipid material in the lesions, it is possible that disturbance in lipocaic 
metabolism may be at least partly responsible for the disease. Urbach (Skin 
Diabetes: Hyperglycodermia Without Hyperglycemia, J. A. M. A. 129:438 
{Oct. 6] 1945) has recently called attention to cutaneous diabetes, in which the 
sugar content of the skin may be elevated or the skin may show an abnormal curve 
after ingestion of dextrose as given for a tolerance test, even though the dextrose 
tolerance curve for the blood is normal. One is familiar with the fact that gen- 
eralized myxedema occurs with hypothyroidism and localized myxedema with 
hyperthyroidism. The hormone mechanism of the endocrine glands is evidently 
more complicated than was formerly thought. It is known that there are inherited 
syndromes which are manifested by different clinical pictures in various members 
of a family. One may soon be speaking of the pancreatic syndrome or of the 
thyroid syndrome. 


Familial Benign Chronic Pemphigus (Hailey). Presented by Capr. L. 
Hupson RoseNTHAL, Medical Corps, Army of the United States (by invita- 
tion). 


M. F., a soldier aged 23, unmarried, first had attacks of a pruritic, crusting 
dermatitis involving the shoulders and the base of the neck in 1938. Attacks 
recurred until his induction into the Army, iri November 1942. He was inducted 
during a time when the dermatosis was ifactive. He continued to have attacks 
of moderate severity until 1944, when he was hospitalized in an Army station 
hospital in Louisiana. He was given four weekly roentgen ray treatments, and 
this was followed by gradual involution of the dermatitis. He had two similar 
attacks in 1945. On one occasion he was treated with soothing compresses, and 
on the second, with penicillin. Neither had much effect. There has been no 
seasonal variation. On Sept. 24, 1945 he was admitted to the hospital because of 
a severely painful and pruritic dermatitis involving the perianal area. The patient 
was barely able to walk at that time. 


Physical examination at that time revealed that the perianal area and the 
perineum were involved with an edematous, oozing, granulomatous dermatitis. 
This area was excruciatingly tender. Across the posterior surface of the shoulders 
and the base of the neck were patches, of varying size, of an erythematous, crusted 
dermatitis. On the right shoulder was one large bullous lesion with a moderate 
amount of surrounding erythema. On the left shoulder was a cluster of small, 
flaccid vesicles. The Nikolsky sign was not present. Two days after his admission 
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biopsy specimens were obtained from the shoulder and the perineum. These showed - 
a similar pathologic type. The diagnosis of the general pathologist was Darier’s 
disease (keratosis follicularis). A search for Donovan bodies gave negative results. 
The patient was given compresses saturated with potassium permanganate solu- 
tion to the anal region. No treatment was given the shoulders. There has been 
a rather rapid involution of the dermatitis both of the shoulders and of the perineum. 
The Kahn and Frei tests gave negative reactions. 

The patient has an older brother, aged 30, who has been troubled for the past 
eight years with a similar dermatitis, more severe than that which the patient 
exhibits. The brother has never been completely free of the dermatitis, which 
extends across the shoulders and the base of the neck, as it does in this patient. 


DISCUSSION 


Dr. MAuRICE OPPENHEIM (by invitation): Two or three years ago I presented 
the older brother of this patient with the diagnosis of pyodermatitis serpiginosa. 
For years he had an impetiginous eruption on the shoulders, on which no treatment 
had any effect. I recognized the younger brother from the similarity of, the 
lesions, and he confirmed my impression that his brother, now in Kalamazoo, has 
the same disease. The lesions of the older brother were secondarily infected, and 
the disease was present to a much severer degree. I ath glad to be able to 
correct the error of my diagnosis. . 


Dr. THEODORE CoRNBLEET: This patient displays a decided Nikolsky sign. 
This, likewise, was presented by the patient’s brother at a previous meeting. 


Capt. L. Hupson RosENTHAL, Medical Corps, Army of the United States 
(by invitation): The interesting feature of this case was that the dermatitis about 
the perineum and anus, which is now practically nonexistent, was the cause of this 
man’s admission to the hospital. It was so excruciatingly tender that he could not 
be examined for the dermatitis until he was placed under pentothal anésthesia. It 
was not suspected that the eruption about the anus had any relation to that on the 
shoulders. What led to the diagnosis was the similarity in biopsy observations 
in the two areas. 


A Case for Diagnosis (Neoarsphenamine Dermatitis?). Presented by 
Dr. Maurice OpPENHEIM and Dr. D. CoHeEN (by invitation). 


C. S., a Negro aged 57, presents an eruption on the face, neck, thighs, trunk, 
lumbar areas and extremities, of about nine months’ duration. There is no decided 
pruritus. The eruption is symmetric, consisting of diffuse and circumscribed areas, 
the shoulders, pectoral area and neck being most involved. All these areas are dark 
brown or black and consist of single papules, varying in size and separated by 
furrows. Some papules are covered with flakelike scales; some have a decided 
luster; some are depressed in the center, as in lichen planus. Some lesions are 
at the level of the skin, and others are raised. The skin is dry and thickened and 
shows many tiny wrinkles on some parts of the body. The palms, soles, nails and 
mucous membranes are normal. The lymph glands of the femoral and inguinal 
regions and the elbows are enlarged. There are no scratch marks. 

The patient has been under treatment for syphilis because of positive serologic 
changes in the blood and has had about forty injectiens of neoarsphenamine. After 
the sixth week of treatment an eruption appeared, which at the onset was red and 
in a few days became dark. Treatment was continued for about another month 
and was then discontinued. 
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The Kahn reaction of the blood was positive, the Kahn verification test 
producing a type of reaction similar to that which occurs with syphilis. The 
blood count revealed a hemoglobin content of 11 Gm. per hundred cubic centimeters, 
3,200,000 erythrocytes and 8,000 leukocytes, with a differential count of 48 per cent 
segmented forms, 32 per cent lymphocytes, 6 per cent monocytes, 7 per cent 
eosinophils, 5 per cent basophils and 2 per cent band forms. The blood pressure 
was 180 systolic and 70 diastolic. Urinalysis revealed no sugar, a 4 plus reaction 
for albumin, a few granular casts, occasional white blood cells, many epithelial 
cells and bacteria. In the benzidine test there was a positive reaction for blood. 

The histologic examination revealed decided hyperkeratosis; the stratum 
granulosum formed several rows where the projections of the epidermis were 
deeper; the basal cells were partially edematous. The papillae were partially 
elongated, and some were edematous. The papillary and subpapillary layers showed 
infiltration chiefly with round cells, and some histiocytes. There were many 
chromatophores. The infiltration was sharply limited to the reticular layer, as in 
lichen planus. The cutis was greatly thickened, with some hyalinization of the 
connective tissue bundles. 

The patient was given injections of sodium thiosulfate in 10 per cent solution, 
ascorbic acid and ammoniated mercury ointment containing sodium borate. With 
this treatment the skin became paler. 


DISCUSSION 


Dr. Epwarp A. OLIVER: I was struck with the conspicuous lichenified papular 
eruption on the inner aspect of the thighs and on the legs. I presume that this 
might be mistaken for a lichen-planus-like eruption following arsphenamine. I do 
not believe the papules show much resemblance to lichen planus as it is seen in 
Negroes. 

Dr. Howarp J. Parkuurst, Toledo, Ohio: I felt flat, polygonal papules 
on the elbows and on the wrists, which I should have considered lichen planus, but 
I had previously seen a similar eruption occurring in cases of dermatitis due to 
the arsphenamines., I think this lesion is such a dermatitis, and not a true lichen 
planus. 

Dr. RuseN NoMLanp, Iowa City: An eruption due to a bismuth compound 
may occur in patients who have not had arsphenamine. In a series of 20 cases 
were several types of eruptions; lichen-planus-eruptions occurred from the use of 
bismuth preparations alone in several of these cases. 

Dr. HAMILTON MontcoMERY, Rochester, Minn.: This patient presents the type 
of generalized lichenoid postarsphenamine eruption that was described in European 
literature shortly after original arsphenamine came into use. The increase in 
pigmentation and the general character of the eruption simulate the features of 
so-called New Guinea lichen planus. 

Dr. Maurice OPPENHEIM (by invitation): Histologic examination reveals the 
pigment (melanin) in the chromatophores and melanoblasts in the cutis. There is 
affinity of the melanin granules for arsenic, just as there is an affinity for silver. 
Wiener reported a case of pigmentation of the vagina in which the woman had been 
using a bismuth preparation. The vagina was black. Every method was used to 
remove the pigmentation, without success. The eruption resembles lichen planus 
and follows the use of arsphenamine, with a high degree of pigmentation. It is 
evident that no external cause of any kind can be considered, particularly with 
regard to the universality of the hyperpigmentation. 
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' Dermatosis Due to Quinacrine Hydrochloride (Atabrine). Presented by 
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Dr. JAMes H. MITCHELL. 


The patient was presented at the February 1945 meeting of the Chicago Derma- 
tological Society. Because of the “hush-hush” at that time, no mention was made 
of quinacrine hydrochloride in the presentation. The patient has been under observa- 
tion from time to time since Dec. 30, 1944. He has been in several Army hospitals 
and has recently been discharged. The discharge papers may be examined. An 
outstanding feature of the case has been the extreme hyperhidrosis in certain areas, 
For this reason, studies were made of the temperature of the skin, with the follow- 
ing results: Peripheral cutaneous temperatures on the forehead, temples and 
various places about the face, neck and shoulders ranged from 34 to 35 C. (93.2 to 
95 F.). In the axillas and radiating downward 8 inches (20 cm.), the readings 
ranged from 33 to 34 C. (90.4 to 93.2 F.). The finger tips averaged 35 C. (95 F.), 
and up the arm the readings ranged from 34 to 35 C. (93.2 to 95 F.). Readings 
taken of the forehead and about the face and neck of a control varied from 34.5 to 
35.5 C. (94.1 to 95.9 F.), indicating that the readings for the patient were within 
normal limits. The cutaneous temperatures of the legs from the calves to the 
upper part of the thighs were about 1 degree (C.) [1.8 degree (F.)] higher than 
the average. 

The color of the lesions has greatly decreased, as can be determined by com- 
parison of the kodachromes made at the time he first came under observation 
and of the rash in March 1945 and the appearance of the patient today. 


DISCUSSION 
Dr. Francis W. Lyncu, St. Paul: The term New Guinea dermatitis, or lichen 


planus, is a misnomer, because the eruption has been observed elsewhere, par- 


ticularly in Italy. An early paper on the subject was written by Dr. Lawrence 
Nelson, but Army regulations kept it from publication. He observed cases like 
this during his stay in Italy. 

Dr. H. E. Micuetson, Minneapolis: Dr. Nelson had an opportunity to talk 
with physicians who had been active in practice in Africa before the war. They 
had used the original German “atabrine,” and they had seen cases of cutaneous 
reactions long before the war. 

Dr. Hami_ton Montcomery, Rochester, Minn.: Lieut. Col. Donald Wilson, at 
the Schick General Hospital, Clinton, Iowa, showed me cases of the acute exfolia- 
tive stage of a disease in which exacerbation of the process resulted from small 
doses of quinacrine and the eruption quieted down when the patient was given 
quinine. Col. Charles Mayo also reported to me that when soldiers in New Guinea 
began to exhibit manifestations of the disease they often got well if quinacrine was 
stopped, but if they were again given quinacrine hydrochloride and continued to 
take the drug typical manifestations of the eruption developed. 

Dr. Francis E. SENEAR: When Dr. Mitchell and I were at the Mayo General 
Hospital, a medical officer who had been in New Guinea told us that often when 
quinacrine therapy was stopped and quinine substituted the patients improved. 
When they were given quinacrine again, the eruption recurred. Apparently, then, it 
is possible to reproduce or stimulate its reappearance with the resumption of 
quinacrine hydrochloride. 

Dr. Marcus R. Caro: The first 2 cases of this disease were presented by 
Dr. Senear and me, at the February 1944 meeting of this society (ArcH. DERMAT. 
& Sypu. 51:353 [May] 1945). The 2 patients were husband and wife. In the 
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discussion, Dr. J. H. Mitchell and Dr. F. R. Schmidt suggested the relation between 
the ingestion of quinacrine and development of the cutaneous lesions. In a previous 
issue of the ArcHIvES (49:224 [March] 1944) there was a personal communication 
from Dr. John V. Ambler to Dr. Fox, in which he mentioned the occurrence of a 
large number of cases of hypertrophic lichen planus in the South Pacific, but 
apparently he was not then aware of the relationship of quinacrine to this eruption. 


A Case for Diagnosis. Presented by Dr. Francis E. SeNngaR and (by invita- 
tion) Dr. P. K. WEICHSELBAUM. 


A Negro woman aged 35 came to the dermatologic clinic of the University of 
Illinois with an irregularly outlined, destructive patch of verrucous tissue on the tip 
of the nose, the columella and the right external naris, invading the mucous mem- 
brane of the right naris. On the buccal mucosa on the right side there is a 
granulomatous ulcer the size of a nickel. No history of ingestion of drugs could be 
elicited. Blastomyces hominis could not be found on direct examination or by 
culture. The serologic reactions of the blood were negative. The “lygranum” 
(a proprietary chick embryo antigen) test for lymphogranuloma venereum gave a 
negative reaction. The blood count showed a hemoglobin content of 80 per cent, 
4,500,000 erythrocytes and 6,400 leukocytes with a differential count of 60 per cent 
lymphocytes and 40 per cent neutrophils. 


Histologic examination of a section taken from the nose showed a filiform 
projection on the surface; there was a thick scale, and the granular layer was 
continuous and the basal layer intact. At the tip of the papilla there was massing 
of pigment. In the papillary and subpapillary layers were many round, clear spaces. 
Unfortunately, there was insufficient tissue to permit staining of frozen sections 
for fat. Throughout the corium there was a diffuse, dense cellular infiltrate, 
composed largely of lymphocytes and connective tissue cells with a few eosinophils. 
The Weigert stain showed that the elastic fibers were ; completely destroyed except 
for a few fragments deep in the corium. 


Histologic study of a section of a lesion from the mouth showed ulceration in 
the center with changes of leukoplakia in the epidermis on both sides. The blood 
vessels were dilated throughout the corium, and there was a diffuse, dense infiltrate 
of lymphocytes and connective tissue cells in the upper part of the corium. Except 
for a few strands about the blood vessels, the elastic fibers were destroyed. 


DISCUSSION 


Dr. CLarK W. FINNERUD: I read the histologic description, and I do not think 
it is incompatible with lupus erythematosus. My clinical impression was that this 
lesion could be an atypical manifestation of the verrucous type of lupus erythema- 
tosus, inclusive of the changes in the mucous membrane of the right cheek. 

Dr. Francis E. SENEAR: We were a little puzzled about the diagnosis in this 
case. ° The histopathologic picture being compatible with lupus erythematosus makes 
it much easier. We had thought of the possibilities of lupus erythematosus 
profundus, a late syphilid, lupus vulgaris and blastomycosis. Some one at the 
clinic made the good suggestion that it might be an extragenital lesion of granu- 
loma inguinale, but it was shown not to be that. Histologic examination did not 
confirm the diagnosis, and the reaction to the Frei test was negative. I am in 
accord with the probable diagnosis of lupus erythematosus in view of the micro- 
scopic changes, 

Dr. Marcus R. Caro: Clinically I thought it was lupus erythematosus, but 
after examining the histologic sections I was able to rule out that diagnosis to my 
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own satisfaction. In the section there was no liquefaction degeneration of the basal 
layer, such as is generally seen in lupus erythematosus. In a lesion on the face 
one would expect to see basophilic degeneration of the elastic fibers. These fibers, 
however, were missing throughout the entire corium except for a few strands. All 
these observations were incompatible histologically with the diagnosis of lupus 
erythematosus. We were also able on histologic grounds to rule out any infectious 
process, such as tuberculosis, syphilis, lymphogranuloma venereum or rhinoscleroma. 
I have no definite diagnosis to offer. 


Fox-Fordyce Disease Before Puberty. Presented by Dr. Francis E. Senear, 
Dr. THEoporeE CorNBLEET and Dr. M. BRUNNER. 


J. F., a white girl aged 11, has had an eruption for a year and a half. It consists 
of follicular, itching papules in the axillas, over the pubis and on the areolas of tne 
nipples. The patient has not menstruated, nor has hair developed as yet in the 
affected parts. Her extraction is Greek and English. 


DISCUSSION 


Dr. F. W Lywncu, St. Paul: Although there is doubt as to the relation petween 
Fox-Fordyce disease and endocrine changes, it is perhaps incorrect to record the 
eruption in the present case as occurring before puberty. It is true that the eruption 
appeared before the menarche, but that is not the only index of the date of 
pubescence. In this case there was a noticeable change in the body form about 
the time of appearance of the eruption. The endocrine changes of puberty were 
probably present then. Such an early onset would be possible in a girl of her 
parentage, Greek on the paternal side. 

Dr. THEODORE CORNBLEET: There can be no doubt as to the correctness of 
Dr. Lynch’s statement with regard to the association of this syndrome with 
activities of the sex glands. This child’s father comes from the Mediterranean 
basin, where puberty develops early. This heritage could account for onset of the 
cutaneous symptoms at the age of 7 years. On the other hand, there were no 
visible changes of puberty then, and practically none now. We are forced to con- 
clude that the pubertal process occurs gradually over an extended period and 
precedes outward visible changes. Evidence of this process can be seen in some 
young children who have comedos, and even other evidence of acne 


A Case for Diagnosis. Presented by Dr. F. E. Seneax and (by invitation) 
Dr. P. K. WEICHSELBAUM. 


O. M., a Negro aged 37, was presented before this society in May 1943 (Senear, 
F. E., and Weber, L.: A Case for Diagnosis (Epidermolysis Bullosa? Lupus 
Erythematosus?), Arco. Dermat. & Sypu. 49:287 [April] 1944). He was first 
seen on May 14, 1943, at which time there were bullous erosive lesions on the tongue, 
the buccal mucosa and the palate. Active bullae as well as sharply circumscribed, 
reddish, scaling lesions containing milia were present on the palms. The skin 
of the dorsal surfaces of the hands and of the extensor surfaces of the elbows 
and knees was decidedly atrophic. Scaling lesions with follicular plugging and 
atrophy and but little inflammation were present on the scalp. 


DISCUSSION 


Dr. Francis E. Senear: This patient was first presented two years ago. At 
that time he had been in a penitentiary in West Virginia for eight years on a 
dietetic allowance of 8 cents a day. He stated at that time that the eruption had 
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been present for four years. He presented much the same picture he does now 
except that the bullous lesions were more apparent. He also had an extensive 
involvement of the scalp, which has since cleared. We presented him for diagnosis 
at that time, and it was the consensus that he had an avitaminosis, pellagrous in 
type. He was in the hospital for several months and was fed well and given heavy 
doses of vitamins. He showed some improvement, but the atrophic elemeat did 
not change; it was not to be expected that it would. The intense bullous type of 
lesions did not change. 

Incidentally, one of the other patients shown at the Cook County Hospital 
today, a Negro woman of 40, who, as Dr. Michelson said, appeared to be 80, was 
presented with a diagnosis of epidermolysis bullosa. She showed the same thinning 
of the finger tips, of a dystrophic type, and the same pigmentation as that left in 
this patient when the factor of avitaminosis was eliminated. 


Dermatitis Herpetiformis; Arsenical Hyperpigmentation and Keratoses. 
Presented by Dr. Herpert RATTNER and (by invitation) Dr. H. H. Ropin, 
South Bend, Ind. 


F. P., a poorly nourished white man aged 44, was admitted to the dermatulogic 
clinic of the Cook County Hospital on June 14, 1945, complaining of a recurrent 
pruritic eruption. About seven years before he had consulted a dermatologic clinic 
for a grouped vesicular eruption involving the legs, thighs, chest and scapular areas. 
The dermatitis began on the legs and was characterized by severe burning and 
itching. A diagnosis of dermatitis herpetiformis was made, and he was given a 
prescription for a medicament, with instructions to take 10 drops three times a day. 
Because he obtained immediate relief from discomfort, he, on his own initiative, 
continued to take the medicine for three or four years by repeatedly refilling the 
original prescription. 

Physical examination reveals a grouped vesicular and excoriated eruption on the 
chest and scapular areas. A grayish brown hyperpigmentation involves all surfaces 
of the body except the neck and face. Numerous small islands of normal skin are 
scattered throughout the pigmented areas, producing a rain-spattered pattern. The 
plantar and palmar surfaces present diffuse and punctate areas of hyperkeratosis. 
A chronic draining sinus resulting from empyema is present in a two year old 
surgical scar located on the right posterior part of the chest wall. 


DISCUSSION 


Dr. FREDERICK R. Scumipt: I should like to make a suggestion about the 
treatment of dermatitis herpetiformis. In cases in which the patient cannot tolerate 
sulfapyridine or potassium arsenite solution U. S. P. it occurred to me to give 
nicotinic acid, for nicotinic acid is pyridine-3-carboxylic acid. I have done this in 
2 cases, and the patients obtained as much relief from the itching as from sulfa- 
pyridine. They were given from 300 to 500 mg. of nicotinic acid a day by mouth, 
this dose being later cut down to 200 mg. a day. 

Dr. Rosert L. Barton: I should like to mention the excellent results I have 
had in 2 cases of dermatitis herpetiformis with penicillin. The eruption disappeared 
as promptly as with other forms of treatment. Inasmuch as there is now an oral 
preparation of penicillin, this treatment may be employed. As soon as the penicillin 
was stopped, the dermatitis herpetiformis recurred. 

Dr. H. E. Micwerson, Minneapolis: My associates and I tried penicillin by 
injection, by mouth and in ointment and powder form in cases of dermatitis 
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herpetiformis; although we occasionally had a response, we did not feel the results 
were satisfactory. 

Capt. WALTER F. SCHWARTZ, Truax Field, Madison, Wis. (by invitation) : 
I have a patient with dermatitis herpetiformis who was seen many years ago 
by Dr. Wile, and also by Dr. Ormsby. She was given 320,000 units of penicillin 
a day for eight days, without improvement; so we are not enthusiastic about the 
treatment for the chronic form of this disease. 

Dr. Minnie O. Pertste1n: I should like to mention a patient who was given 
penicillin by injection for dermatitis herpetiformis, without improvement. After 
this she had an ocular infection; penicillin ointment was applied to the eye, and 
severe toxic exfoliative dermatitis developed within a few days after the local 
application. 

Dr. M. J. Reuter, Milwaukee: Epithelioma of the fingers developing as a 
complication of keratoses due to arsenic or chronic roentgen dermatitis is difficult 
to manage. As advocated by Uhlmann, I have had the surgeon excise the lesion, 
leaving a clean wound, which was then treated with radon ointment. I feel that 
many fingers have been saved by this method of treatment. 

Dr. Herspert RATTNER: The dermatitis herpetiformis was a minor considera- 
tion in this case because the subjective symptoms did not bother the patient much. 
We presented him because of the striking clinical picture. He is to be treated 
with BAL (1,2-dimercaptopropanol), although we do not expect to see any 
reversible changes in the skin. 


Syphilid with Elephantiasis? Presented by Dr. THEoporE CorNBLEET and (by 
invitation) Dr. H. Scuorr and Dr. D. CoHeN. 


P. H., a white man aged 67, says he has had lesions on his left leg for fifty 
years. The changes consist of an encircling ulcer about the lower part of the leg 
and ankle, dermatitis, atrophy of the skin of the leg, elephantiasis of the foot and 
papilliform hypertrophy of the skin at the margins of the ulcer. Similar 
verruciform formations occur at the toes. 

Histologic examination of a section taken from the margin of the ulcer showed 
the features of an infectious granuloma, with much edema. Histologic sections 
from the hypertrophic area showed acanthosis of the epidermis with lichenification 
and considerable deep fibrosis. 

The Kahn reaction of the blood was positive. 


Squamous Syphilid. Presented by Dr. THeopore CornsLeet and (by invita- 
tion) Dr. H. C. Scrorr. 


The changes in the skin of this patient date back two and a half years, when 
an ulcer appeared on the right leg. There was progression of a dermatitis to 
involve the entire limb. There has been general care directed to treatment of the 
ulcer and dermatitis, including a stay in the hospital for three and a half months. 
The dermatitis is diffusely scaly and psoriasiform. Atrophy is present. 

Injections of a bismuth preparation were started in September, and the ulcer 
healed in two weeks. The Wassermann reaction of the blood was positive. 

Histologic examination of a section from the margin of the ulcer on the drum 
showed perivascular mantles of lymphocytes and thickening of the vascular walls, 
consistent with the diagnosis of syphilis. The histologic changes in the specimen 
from the margin of the ulcer on the leg were not syphilitic. 
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DISCUSSION 


Dr. J. F. Mappen, St. Paul: About a year ago my associates and I began to 
use a paste made of fresh red blood cells on all types of chronic ulcer. Our results 
were satisfactory. However, the fresh red cell paste was messy to use. Recently 
a red cell powder has been marketed which is an improvement over the fresh red 
cell paste. 

Dr. HERBERT RATTNER: Shortly after the reports of benefit from the use of 
whole blood for treatment of indolent ulcers of the leg, I used the method in several 
cases. The results in general were not spectacular and in some cases did not seem 
to warrant the effort expended. In a few cases, however, the effects were excellent. 

Dr. Hdwarp J. Parkuurst, Toledo, Ohio: In 1918 in Harper Hospital, 
Detroit, Dr. H. A. Varney used a preparation of beef blood called “bovinine” with 
excellent results as a local application to ulcers of the legs. 

Dr. RuBEN NOMLAND, Iowa City: There should be more and deeper specimens 
taken for biopsy. I think that the patient has an epidermoid carcinoma. 

My colleagues and I think we have the answer to the healing of ulcers of the 
leg. The patient is put to bed with cold boric acid dressings for four to nine days, 
and at this time the granulations are usually in condition for skin grafting. The 
patient is then given penicillin, 15,000 units, every three hours for eight doses, and 
a pinch graft is applied. The graft is held in place for five days by means of a dry 
dressing and a bandage. The administration of penicillin is continued for two days 
after the grafting. On removal of the bandage there is a 90 per cent “take” in most 
cases, and the ulcer heals rapidly. The patient is allowed out of bed for short 
periods, gradually increasing the time as the healed ulcer tolerates it. The patient 
wears a cotton elastic bandage whenever he is up and is instructed to wear it con- 
tinuously thereafter during the time he is on his feet. The average time of hos- 
pitalization is about four. weeks. 

Dr. THEODORE CoRNBLEET: We considered it worth while to show these 
2 patients because of the extensive involvement and bizarre character of the changes 
in the skin, and because they remained in a surgical ward for a long time without a 
correct diagnosis. We have treated a number of ulcers of the leg with both 
powdered red blood cells and blood muck (the residue after the removal of plasma 
from whole blood). In some cases the results have beer gratifying and in others 
disappointing. I think this method represents a worth while addition to the 
armamentarium of the dermatologist. We are proudest of our results in the treat- 
ment of sickle cell anemia with this method. Even though we used bed rest as 
well in the cases of anemia, we credit the healing of the ulcers largely to the 
application of these blood products. 

Dr. J. F. Mappen, St. Paul: Ulcers were treated in both ambulant and bed 
patients. Satisfactory results were obtained when we used an Unna cast and made 
a window at the site of the ulcer and applied red cell powder. 


A Case for Diagnosis. Presented by Dr. D. Omens and Dr. H. Omens. 


A Negro woman aged 57, the mother of 11 children, presents a generalized 
eruption of four months‘ duration involving the face, ears, neck, postauricular areas, 
chest, back, inframammary area and groins. The eruption consists of healing bullae 
with brownish crusts, considerable scaling and infiltration of the skin in the 
involved areas. The patient offers the history of the sun aggravating this eruption 
when she is drying her hair. 
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The diagnoses considered are subacute disseminated lupus erythematosus and 
pemphigus erythematosus (Senear-Usher syndrome). The patient was. seen 
yesterday at the clinic of the Cook County Hospital, and a complete work-up 
of the case could not be obtained. She is, therefore, presented for diagnosis. 

The Kahn reaction of the blood was negative. The blood count showed 
4,800,000 erythrocytes and 10,000 leukocytes. 


Subacute Disseminated Lupus Erythematosus. Presented by Dr. D. Omens 
and Dr. H. OMENs. 


L. K., a white woman aged 62, presented herself at the dermatologic clinic on 
Oct. 31, 1944, having redness on the chin and ears with slight crusting, During a 
period of nine months redness had appeared on the eyebrows, chin, forehead and 
eyelids. In July 1945, after exposure to the sun, severe redness appeared on the 
face and the V-shaped area of the neck. The patient complained of pain in the 
interphalangeal joints and the back. Weakness and ulcerations in the mouth have 
been present for the past month. 

The electrocardiogram revealed myocardial damage. The Kahn reaction of the 
blood was negative. The blood count revealed a hemoglobin content of 60 per cent 
and a leukocyte count of 4,650; the calcium was 8.4 mg. and the phosphorus 
4.2 mg., per hundred cubic centimeters of blood. The urine was normal. 
A roentgenogram of the chest revealed perivascular and peribronchial accentuation 
compatible with chronic bronchitis and asthma. 


Acute Disseminated Lupus Erythematosus in a Period of Remission. 
Presented by Dr. D. Omens and Dr. H. Omens. 


J. B., a white woman aged 27, entered the Cook County Hospital in May 1945 
with a history of redness of the face and ears since September 1944. Fever, 
arthritis, conjunctivitis and weakness were present at that time. On several occa- 
sions her condition appeared terminal, but she regained her strength and has become 
afebrile for four weeks. She has not menstruated for the past four months. 

The electrocardiogram was within normal limits. The sedimentation rate was 
increased. A roentgenogram of the chest showed that the heart was slightly 
enlarged to the left. Chemical analysis revealed 26 mg. of nonprotein nitrogen; 
164 mg. of cholesterol, with 63 per cent cholesterol esters; 7.6 mg. of calcium, and 
6.6 Gm. of total protein, with 3.8 Gm. albumin and 2.8 Gm. globulin. On June 12 
the white blood’ cells numbered 4,700, reaching 7,250 on August 21 and 4,450 on 
October 6. The hemoglobin content of the blood was 62 per cent and the erythro- 
cyte count 3,950,000. 


DISCUSSION ON CASES OF DRS. D. AND H. OMENS 


Dr. Epwarp A. Ottver: I thought the case presented for diagnosis was a good 
example of pemphigus erythematosus (Senear-Usher syndrome). I agree with the 
diagnosis of subacute disseminated lupus erythematosus in the second case and of 
acute disseminated lupus erythematosus in the third case. I congratulate the 
presenters on the excellent results they apparently are getting in the cases of 
disseminated lupus erythematosus. I should like to know what therapy, if any, 
they have used. 

Dr. M. J. Reuter, Milwaukee: Several months ago I had a case of acute 
disseminated lupus erythematosus. One of the internists, who is interested in the 
bleeding mechanism, did repeated tests on the patient and found low blood pro- 
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thrombin levels. This condition could not be influenced by giving large doses of 
a vitamin K preparation. Later, autopsy revealed extensive damage to the liver. 
I do not know of any great value of this test except that it might help in deter- 
mining the prognosis. Extensive hepatic damage would be associated with a low 
blood prothrombin level because of the inability of the liver to synthesize pro- 
thrombin from vitamin K. 


Dr. THEODORE CorNBLEET: I can corroborate Dr. Reuter’s findings with respect 
to lowering of the prothrombin time in some cases of acute disseminated lupus 
erythematosus. Other changes, shown by laboratory tests, occur frequently. The 
lowered leukocyte count is well known, of course. The calcium level of the blood 
frequently is from 8 to 8.7 mg., the normal range being between 9 and 11 mg., per 
hundred cubic centimeters. The blood protein values, too, are often below the 
normal. This deficiency is at the expense of the albumin fraction, so that the 
albumin-globulin ratio is abnormally low. At the same time, the globulin level 
itself is not infrequently at the upper reaches of the normal range, or even higher 
than normal. Alkaline phosphatase levels also are often abnormal. It is interesting 
to follow the changes in these laboratory results as they tend to follow the clinical 
course of the disease. Calcium, for example, rises to normal quantities with 
improvement in the patient’s condition. The change in the protein level, on the 
other hand, has a long latent period before it follows suit. Nor can it be easily 
influenced by therapy, such as the use of amino acids or blood transfusions. 

Dr. Harry A. CummMinc, Minneapolis (by invitation): Has any one had 
results such as Dr. Cannon reported from giving tincture of iodine by mouth in 
such cases? 

Dr. Francis E. Senear: I have tried iodine in several cases, with no satis- 
factory results as yet; but I should not attempt to evaluate the treatment on the 
basis of experience with several cases. 

Dr. FreverIcK R. Scumupt: I differ with Dr. Cornbleet when he says that one 
has an index of improvement in the laboratory values. It is my experience that 
the laboratory data, such as the sedimentation rate and the blood count, do aot run 
parallel with the clinical findings. The clinical picture in these cases has been 
improving, but in the last case in the series presented today the white cell count 
was 5,000 in June and it is now 4,450, and a similar change is true of the other 
laboratory values. So I do not think that all the laboratory findings run parallel 
with the clinical improvement. ; 

Dr. THEoporE CorNBLEET: I agree with Dr. Schmidt. The laboratory findings 
do not always reflect accurately the clinical state of the patient. No test has, or 
perhaps can. Nonetheless, these findings can be of much help if one does not 
subject them to mere rule of thumb interpretation. The leukocyte count, for 
example, does, not invariably tell with accuracy the prognosis in a case of diffuse 
lupus erythematosus. On the other hand, I feel much better about the immediate 
outcome when the white cell count approaches normal. 


Dr. M. S. Kacen (by invitation): In the therapy of disseminated lupus 
erythematosus, both general supportive and specific measures are employed. The 
patient is kept at absolute bed rest and is not exposed to ultraviolet rays. A liver- 
stomach concentrate with iron and vitamin B complex; a preparation of the vitamin 
B complex; potassium iodide, 10 grains (0.65 Gm.) three times a day, and an 
ergosterol preparation, containing 500,000 U. S. P. units of vitamin D injected 
intramuscularly, are given. 
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Any infection, such as an abscess, causes a flare-up of the disseminated lupus 
erythematosus. While penicillin does not directly help disseminated lupus erythe- 
matosus, it has been effective in treating an infectious process, and thus has helped 
the patient indirectly. 


Nodular Nonsuppurative Panniculitis (Parkes-Weber Syndrome). Pre- 
sented by Dr. THEopoRE CorNBLEET and (by invitation) Dr. H. ScHorr and 
Dr. M. S. KaceEn. 


E. T., a Negro girl aged 11, was born with an enlargement of the right foot 
and the left hand. At the age of 5 years the skin on the right foot began to bleed, 
followed by infection and hypertrophy of the skin. This foot has gradually become 
greatly enlarged and has had repeated infections. 

The urine was normal. The red blood cell count was 4,530,000 and the leuko- 
cyte count 6,900. The basal metabolic rate was within normal range. The 
roentgenogram showed that the chest was normal, and the Kahn reaction of the 
blood was negative. The roentgenogram of the right foot and the left hand revealed 
decided enlargement of the bones with osteoporosis. 

Histologic examination of a specimen from the dorsal surface of the right foot 
showed a papillomatous surface. The blood vessels in the papillae were widely 
dilated. In this layer, and in the subpapillary layer, there was a densely packed 
infiltrate of lymphocytes and plasma cells with a few large chromatophores. 
Mantles of plasma cells and lymphocytes extended more deeply about the blood 
vessels. 

DISCUSSION 

Dr. THEODORE CornBLEET: Dr. Senear presented a fine example of this 
syndrome before this society several years ago. I think that one other case was 
seen in the intervening period. Evidently, the disorder is rare. 

Dr. M. J. Reuter, Milwaukee: The Parkes-Weber syndrome is called also 
Weber-Christian disease. Because Weber helped clarify the Ehler-Danlos syn- 
drome (hyperplastic dermatolysis), I have unconsciously associated his name with 
this disease. 

Dr. THEODORE CORNBLEET: When an arteriovenous anastomosis is present, 
there is a simple explanation for the hypertrophic changes. Such anastomoses 
often lead to serious disturbances in the general circulation. When such a circula- 
tory basis does not exist, may not the enlargements be looked on as a local over- 
growth, a phenomenon that might be included under the head of Recklinghausen 
disease? 

Dr. Francis E. Senear: In the early discussions it was stated that this 
arteriovenous anastomosis furnishes such added nourishment to the cotenyen that 
great enlargement of the extremity results. 


A Case for Diagnosis (Epidermolysis Bullosa, Acquired Type). Presented 
by Dr. THEopore Cornseet and Dr. Hersert RATTNER. 


F. B., a Negro woman aged 45, has had an eruption for three years. She says 
that at the onset she had blisters and that pressure on the elbows produced blisters. 
Now the skin shows an exfoliative process with bullous formation. The hair has 
become sparse, and the nails have been lost. There have been bullae in the mouth. 

The urine was normal. The blood count showed a hemoglobin content of 
96 per cent and 5,400 leukocytes, with a normal differential count. The basal 
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metabolic rate varied from —1 to +4 per cent. Blood chemistry studies showed 
6.8 Gm. of total protein, 37 mg. of nonprotein nitrogen, 600 mg. of chlorides, 8 mg. 
of calcium and 3.2 mg. of phosphorus, per hundred cubic centimeters. 


DISCUSSION 


Dr. Francis W. Lyncu, St. Paul: To me it seems there is no sharp line of 
division between the congenital and the acquired type of epidermolysis bullosa or 
between the simple and the dystrophic form. It is all one disease, with many 
gradations of severity, closely, but not completely, dependent on the age at the 
time of first manifestation, which, in turn, must be based on some as yet unknown 


hereditary factor. 


Leprosy, Mixed Type. Presented by Dr. MicHaet Esert. 


M. S., a Chinese woman aged 34, emigrated from China to Chicago ten years 
ago. Shortly after her arrival a reddish, raised plaque developed on the left side 
of her face. She was given a series of intramuscular injections, and in about one 
year the lesion disappeared. Some time in the interim clawhand developed on the 
right side. Two years ago reddish brown plaques appeared on the face and 
gradually extended to the neck and extremities. Three months ago the right side 
of the face became red, swollen and painful. On her entering the hospital one 
month ago a large necrotic area developed on the right upper alveolar ridge, 
extending onto the palate. About one week ago a large bony sequestrum separated 
spontaneously. 

The patient is emaciated and had been having an irregular fever, with tempera- 
ture up to 101 F., until the sequestrum separated. The hemoglobin reading was 
52 per cent and the leukocyte count 6,370. The Kahn reaction of the blood was 
negative. Acid-fast bacilli were demonstrated in the nasal smears on her admission. 

Examination of the patient’s husband and 5 children, ranging in age from 2 to 
8 years, revealed no evidence of leprosy in them. 


Neural Leprosy. Presented by Dr. Micuaret Epert and (by invitation) 
Dr. M. S. Kacen. 

H. T., an American-born Japanese aged 32, spent four years in Japan between 
the ages of 6 and 10 years. He was in good health until 1941, when he noted loss 
of sensation of the right thumb. A few months later a round, macular lesion with 
anesthesia in the center was found by an Army doctor. In March 1943 the patient 
was probated from the United States Public Health Service in Carville, La., after 
spending one year there as a patient. In May 1944 he entered the Cook County 
Hospital, and Mycobacterium leprae (Hansen’s bacillus) was found in the skin 
and bone marrow. 

Ten round to oval areas having a light macular border and an anesthesic 
center are present on the skin. There is loss of sensation peripherally up to the 
elbow or knee of all the extremities. Clawhand and weakness of the facial muscles 
are present bilaterally and foot drop on the right side. 


DISCUSSION 


Dr. MAURICE OPPENHEIM (by invitation): An interesting feature on the fore- 
arm of the second patient was the area of atrophy and hyperpigmentation of the 
skin. Several years ago a case of leprosy with such an atrophic condition of the 
skin was presented. During my stay in the leper home in Matunga, East India, 
I saw 370 cases of leprosy. Among these were 20 cases of generalized atrophy 
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of the skin. I studied these cases because I was interested at that time in dermatitis 
atrophicans. Histologic examination showed lepromas and diffuse leprous infiltra- 
tion with epithelioid and plasma cells and many Hansen bacilli. I found a great 
resemblance to dermatitis atrophicans progressiva chronica idiopathica and called 
this form of leprosy dermatitis atrophicans leprosa universalis (Arch. f. Dermat. u. 
Syph. 68:81-100 [Sept.] 1904). The presenters should do a biopsy to find out 
whether the same changes occur in these cases. 


Frederick R. Schmidt, M.D., President 
Marcus R. Caro, M.D., Secretary Treasurer 
Nov. 21, 1945 


Generalized Progressive Scleroderma or Acrosclerosis. Presented by 
Dr. THEODORE CORNBLEET and (by invitation) Dr. H. Scuorr and Dr. M. 
KaGEN. 


M. G. is a white woman, aged 52 and born in Czechoslovakia, in whom redness 
on the feet developed five years ago. At the same time paresthesia of the hands 
occurred, followed by dull pains in the wrists. 

There has been a gradual extension of the sclerodermatous process from the 
hands and feet to the elbows and knees. The mouth is puckered, and the chest 
and breasts show the same process. A superficial ulcer of the medial aspect of the 
left foot has been present for seven weeks. ~ 

Examination of the blood revealed the hemoglobin to be 70 per cent, erythrocytes 

| 4,360,000 and leukocytes 18,050. The analysis of the urine showed specific gravity 
of 1.010 and no albumin or sugar. The roentgenogram of the chest revealed no 

| abnormalities. The roentgenologic examination of the hands revealed distortion 
of the terminal phalanges of each thumb, with rounding of the edges and loss of 
normal contour. A 3 by 3 mm. area of increased density, resembling a foreign 

° body, was seen in the soft tissue of the left thumb. 


Generalized Progressive Scleroderma. Presented by Dr. Epwarp A. OLIvER 
and (by invitation) Dr. ARTHUR GRENARD. 


M. P., a male hospital attendant aged 51, first noticed some abnormality of his 
skin early in August 1945, when he experienced tingling pain in his fingers and 
about his shins. Prior to the onset of this illness he was hospitalized (April 
1945) for an acute anterior myocardial infarction. He had lost the terminal 
phalanx of the left thumb in a coal mining accident in 1923. The patient has 
noticed that he is more sensitive to cold weather than previously and that he does 
not perspire as freely as heretofore in hot weather or when working strenuously. 
There have been mild episodes of food “sticking” in his throat, but actually no diffi- 
culty in swallowing. He has lost 15 pounds (6.8 Kg.) in weight in the last six 
months. At present a feeling of stiffness in the fingers and slight rheumatoid pains 
in the extremities are the main complaints. 

The physical examination reveals generalized scleroderma, involving the skin 
of the entire body. There is pigment on the chest, upper part of the back and 
sides of the trunk and thighs. There are scattered areas of depigmentation. 
Several healing trophic ulcerations are present over some of the knuckles of both 
hands. The extremities are cold to touch and blanch slightly in the upright 
position. 
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The roentgenologic examination of the chest revealed no pathologic changes. 
The roentgenogram of the left leg revealed slight sclerosis of the posterior tibial 
artery. The roentgenogram of the right hand revealed no abnormality, but of the 
left hand showed several small areas of cystic erosion in the pisiform bone. A 
spastic duodenal bulb was the only abnormality observed in the roentgenologic 
examination of the gastrointestinal tract. A cholecystogram showed a normal 
gallbladder. 

The urinalysis and complete examinations of the blood, including differential 
cell counts, revealed no abnormalities. The Kahn reaction of the blood was nega- 
tive. The determinations for nonprotein nitrogen, creatinine, uric acid, sugar, 
calcium and inorganic phosphorus were normal. The basal metabolic rates were 
well within normal range. (A histologic section of the skin was presented.) 


Scleroderma in Bands and Spina Bifida Occulta. Presented by Dr. STEPHEN 
RoTHMAN and (by invitation) Dr. A. L. SHAptRo. 


G. S. is a married woman, aged 52, in whom a tenseness of the skin developed 
over the left medial malleolus twenty or thirty years ago, which has gradually 
extended up the entire medial surface of the leg reaching the middle of the thigh. 
There has been no pain or itching. 

The left leg is greatly decreased in circumference. There is a band of atrophic 
skin along the medial surface of the leg, corresponding to the course of the 
saphenous nerve. The patient also has spina bifida occulta. Otherwise the physical 
and laboratory examinations yielded normal observations. 


DISCUSSION ON CASES OF SCLERODERMA 


.Dr. S. W. Becker: I agree with all the diagnoses. I still do not see why one 
should speak of acrosclerosis as distinct from scleroderma. It is the same process, 
but involves different parts of the body. The bandlike scleroderma is interesting. 
Practically all there is to be seen is the atrophic band on the leg, with little 
scleroderma at the lower end. 

Dr. Oxtver S. Ormssy: I think that most cases of acrosclerosis belong in the 
category of generalized scleroderma. I do not believe that there is any difference 
in the way they begin and progress. Practically all I have seen are of what is 
called generalized progressive scleroderma. 


Dr. STEPHEN ROTHMAN: In about 80 or 90 per cent of cases diffuse sclero- 
derma starts on the fingers with Raynaud-like symptoms, then develops into 
sclerodactylia and later involves the face. It has been claimed that in the remaining 
cases which are not “acrosclerotic” the spread of the disease is faster and the 
prognosis graver than in acrosclerosis. However, the patient presented here, with 
typical acrosclerosis, has shown a frighteningly rapid spread; in a few months the 
neck and chest have become involved. This case illustrates that there is no 
justification for differentiating acrosclerosis from scleroderma. 

Dr. Francis W. Lyncu, St. Paul: One wonders about the nature of the deeper 
changes in the left leg and thigh. The patient has not notéd pain, other discom- 
fort or weakness, but the circumference and transverse diameter at the knee are 
less than on the right side. It is difficult to conceive of such changes beginning 
late in life. 

Dr. THEODORE CoRNBLEET: The atrophy of the parts in the last patient inter- 
ested me. One could see how encircling bands about the extremities would result 
in distal atrophy. But these bands run lengthwise. The accompanying atrophy is 
difficult to visualize as resulting from a mechanical means and probably does not. 
The changes are seemingly more subtle. In the same way facial hemiatrophy can 
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occur with the saber form of linear scleroderma of the forehead. All the meso- 
dermal tissue may be affected simultaneously, such as muscles, bones and tendons. 

Dr. Epwarp A. OLIveR: This case was presented merely to bring out the rapid 
development of this disease in a few months. 

Dr. RorHMAN: In sharp contrast to morphea, most lesions in scleroderma 
en bandes have a segmentary or peripheral nerve distribution and are associated 
with atrophy of the underlying tissue. Therefore, I agree with Dr. Cornbleet that 
hemiatrophy of the face is essentially identical with scleroderma en bandes. Both 
are trophoneuroses, whereas morphea and diffuse scleroderma are entirely different 
entities, though the histologic changes are identical in all three types of scleroderma. 

Dr. M. J. Reuter, Milwaukee: I recently listened to a symposium on spina 
bifida occulta, and the roentgenologist brought out the fact that many adults may 
show spina bifida occulta. In children this defect of the vertebral arches is a 
common roentgenologic observation. 


Lupus Vulgaris (Successful Phototherapy). Presented by Dr. Ottver S. 
Ormssy. 

This patient, aged 35 in 1939, had had the disease for thirty years at that 
time. The lesion was situated on the right cheek. Previous to 1939 she had had a 
large number of treatments with roentgen rays. On first examination there was 
an oval patch 3.5 by 6 cm., made up of match head-sized flat brownish red scaling 
nodules. On diascopic pressure the characteristic brown remained. For the first 
several months the patient was on a salt-free diet and had treatment more or less 
continuously with the mercury vapor lamp. The treatment was repeated at monthly 
intervals, and the dosage was sufficient to produce a definite reaction, as shown by 
redness and scaling each time. At present nothing remains but a smooth, white, 
superficial and inconspicuous scar. 


Lupus Vulgaris. Presented by Dr. Francis E. Senear and (by invitation) 
Dr. P. K. WEICHSELBAUM and Dr. M. J. BRUNNER. 


H. K., a woman aged 77, was referred to the Department of Dermatology of the 
University of Illinois for treatment of radiodermatitis. In August 1944 a mass 
in the right cervical region was surgically removed. The histologic examination 
of this mass showed the presence of a tuberculous granuloma, and roentgen irradia- 
tion was given postoperatively. A total of 5,400 r was given in eighteen treatments 
of 300 r each. When the exudative element of the roentgen ray dermatitis had 
subsided, match head-sized slightly elevated brownish papules were seen near the 
upper border of the affected area. Apple jelly nodules were demonstrated on 
diascopic pressure. Enlarged firm nontender, movable cervical nodes were palpable 
bilaterally. The roentgenologic examination of the chest showed a healed primary 
tuberculous complex. 

The histologic examination of a specimen removed from the face showed the 
epidermis to be flattened and in one place to be nearly gone. Beneath this area 
the upper part of the corium was filled with coalesced tubercles, each containing 
Langhans’ giant cells, epithelioid cells and a peripheral zone of lymphocytes. Acid- 
fast bacilli could not be demonstrated. 


DISCUSSION ON CASES OF LUPUS VULGARIS 


Dr. Oxtver S. Ormssy: I do not believe that my case is worth discussing. 
I presented it merely to show that if one has patience and perseverance one can 
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cure a patient with lupus vulgaris. Around the margin there is a little redness, but 
that comes from the reaction of the treatment given four or five days ago. Had 
I been aware that I was going to show the patient today I would not have given 
the treatment. Before the treatment was given her face was smooth and white, 
with no sign of a nodule anywhere. I am sure that the patient is entirely cured. It 
has taken much treatment. Each time a treatment was given a reaction was 
produced. The mercurial vapor lamp was used, and the treatment was given as 
close to the skin as possible. The average exposure was about ten minutes. That 
was enough to produce a good reaction. 

Dr. H. R. Foerster, Milwaukee: I would like to indorse Dr. Ormsby’s 
remarks. I have had excellent results in lupus vulgaris lesions treated with the 
Kromayer quartz lamp under pressure. It takes perseverance to obtain good 
cosmetic results. Dietary measures are combined with this form of ultraviolet ray 
therapy, following the procedures of Hermannsdorfer, Gerson and Sauerbruch. 

Dr. Ormssy: The patient was on a salt-free diet. I do not believe that 
roentgen rays even in large doses are beneficial. 

Dr. THEODORE CorNBLEET: [ would like to ask Dr. Ormsby and Dr. Foerster 
whether they regard the success of the treatment as being due to the ultraviolet 
light itself or to the repeated inflammation induced. 

Dr. Ormssy: I attribute the result to the reaction. 

Dr. Epwarp A. Ouiver: At Northwestern a Finsen lamp has been used in these 
cases with excellent results. 

Dr. E. M. SmitH: Some patients respond much better than others. I would 
like to say a few words about the water-cooled mercury arc light, which employs 
short wave ultraviolet radiation. As a rule, with excessive doses of short wave 
radiation a spread of tuberculosis results. The Finsen lamp is one with a water- 
cooled carbon arc and produces a long ultraviolet wavelength. The doses are given 
to the extent of producing a reaction of severe erythema. 

Dr. STEPHEN ROTHMAN: There is no evidence of any ill effect of the short 
wave ultraviolet rays which are emitted by mercury lamps. The rays around 3,000 
angstrom units elicit sunburn and suntan. The same rays are needed for therapeutic 
action in lupus. The same part of the spectrum, however, is responsible also for 
the carcinogenic action of sunshine. Rays of shorter wavelengths are absorbed 
by the horny layer and have no biologic effect. Undoubtedly the Finsen lamp is the 
best source of light for local treatment of lupus vulgaris. However, excellent 
results can be obtained also with the Kromayer lamp if the local treatment is 
combined with salt-free diet and with generalized ultraviolet light irradiations. 


Pityriasis Rubra Pilaris: Refractoriness to Vitamin A Therapy. Presented 
by Dr. S. RorHMan and (by invitation) Dr. A. L. SHaApPrRo. 


D. E., a boy aged 6, was in good health until March 1943 when he injured his 
left elbow, which subsequently became infected and caused trouble for four weeks. 
Shortly thereafter it was noted that he had photophobia and a gradually spreading 
eruption. When first examined in the University of Chicago Dermatology Clinic 
on Oct. 30, 1944, he presented pinhead-sized to large plaque-sized well demarcated 
erythematous scaling lesions, generally distributed but most evident on the 
extremities, face, scalp and sacral area. Follicular keratotic plugging was noted 
on the dorsum of the fingers and feet. 

The level of vitamin A in the blood was normal. The patient was given 
vitamin A (50,000 to 100,000 units daily) orally and 2 per cent salicylic acid in 
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“aquaphor” (an oxycholesterol-petrolatum base) locally, and he showed gradual 
clearing of large areas of the cutaneous lesions. The photophobia disappeared soon 
after starting vitamin A therapy. In August 1945, despite an increase to 150,000 
units of vitamin A daily, the eruption flared up, and it is now as extensive as when 
treatment was started. Ocular symptoms have not recurred. 

On October 8, examination of the blood revealed a hemoglobin content of 
14.2 Gm., erythrocytes 4,370,000, leukocytes 6,500 with a differential cell count of 
polymorphonuclear leukocytes 44 per cent, small lymphocytes 50 per cent, mono- 
cytes 3 per cent and eosinophils 3 per cent. The urine was normal. The Kahn 
reaction of the blood on Oct. 30, 1944 was negative. 

The histologic examination of the skin revealed hyperkeratosis, areas of para- 
keratosis and keratotic plugs. There was a moderate lymphocytic infiltrate around 
the dilated papillary and subpapillary vessels and around the follicles. 


Pityriasis Rubra Pilaris. Presented by Dr. Harry M. Hence. 


J. B., a white truck driver aged 50, presented himself on Aug. 6, 1945, with a 
fine acuminate eruption of the face, hands and body. There was decided hyper- 
keratosis of the palms and soles. The eruption on the chest and back was made up 
of fine acuminate papules, each pierced with a lusterless hair shaft. There were 
plugged orifices on the extensors of the proximal phalanges of all the fingers. The 
face showed some heavy scaling, and many lesions coalesced into large patches. 
The scalp was rough and scaly. There was itching, but this was only at unrelated 
times and for short periods. The general health did not seem to have been affected. 

The urine was normal; the specific gravity was 1.025; there were no casts 
and no unusual sediment. The blood cell count was without significance. The 
Kahn reaction of the blood was negative. (A histologic section of the skin was 
presented.) 

The patient has improved somewhat with treatment with vitamin A, 50,000 units 
daily, and lime liniment locally. He has also had several injections of mercury 
salicylate and of sodium cacodylate. 


DISCUSSION ON CASES OF PITYRIASIS RUBRA PILARIS 


Dr. Oxiver S. Ormssy: The patient in the second case presented had symp- 
toms not unlike those of pityriasis rubra pilaris, but I think that his disease is one 
that resembles the condition but is not true pityriasis rubra pilaris. There were no 
typical papules of that disease. The classic papules with the keratotic center were 
absent. He did have some dermatitis on the face and keratotic lesions all over the 
body. That is the type of case that could be due to vitamin A, deficiency, and it 
should respond to treatment with vitamin A. I would not rely on oral administra- 
tion, but would give it hypodermically, and I believe that the patient might improve 

Dr. RoruMaN: This man told me that he is a heavy drinker. Possibly this 
might contribute to the assumed nutritional deficiency. 

Dr. THEODORE CorNBLEET: Through Dr. Ebert’s courtesy my colleagues and I 
were able to observe the young boy two years ago when we were studying 
vitamin A. At that time the level of vitamin A in the blood was subnormal. We 
felt, as Dr. Ebert did, that the eruption improved in the summer with treatment. 
We were using both vitamin A and vitamin E. The latter is supposed to be of 
aid to vitamin A or to have a sparing action. Recently we presented a man with 
pityriasis rubra pilaris who, in the course of his pneumonia, had a remarkable 
clearing of the skin. We were not sure whether this happy secondary result was 
due to his fever or the penicillin therapy. We repeated the penicillin injections, but 
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without appreciable changes in the skin in which there had in the meantime been 
a relapse. At the same time the patient received fairly large doses of vitamin A, 
without apparent benefit. This man’s experience suggests that fever therapy might 
be of help in those cases refractory to vitamin A. Perhaps the latter would be 
useful by itself afterward, much in the same way that specific treatment is in 
resistant syphilis following fever. 


Lupus Erythematosus, Subacute, and Dermatomyositis. Presented by 
Dr. STEPHEN RorHMAN and (by invitation) Dr. H. Krysa. 


A. B., an obese married white woman aged 48, was first seen on Aug. 15, 1945. 
Her illness began three years before with whooping cough which lasted all summer 
and left her feeling weak. At the same time a pruritic eruption appeared, first 
on her forearms and then on the V of the neck and in a butterfly distribution on 
her face. Her muscular weakness progressed. The diagnosis of myasthenia gravis 
was made, and injections of neostigmine compound were given, without benefit. 
She also received roentgen rays to the cutaneous lesions. She was told that she 
had diabetes, which was controlled with diet alone. Her mother and a sister had 
died of diabetes. 

The physical examination at that time revealed generalized lymphadenopathy 
and an enlarged heart (30 per cent, by roentgenogram) with a soft blowing systolic 
murmur over the entire precordium. There was general muscular weakness and 
tenderness, most evident in the flexor muscles. There was slight atrophy of the 
thenar muscles and interossei. The reflexes were normal. The neurologic diag- 
nosis was progressive muscular atrophy. 


The dermatologic examination revealed sharply demarcated areas of erythema, 
with a violaceous tint, follicular plugging and telangiectases in the involved 
uncovered areas. On the forearms, in addition to dilatation of the pores and 
follicular plugging, there was a diffuse epidermal thickening and scaling, with 
considerable itching. During hospitalization for three months no essential change 
was noted in the skin, except that the skin of the forearms became smoother from 
the application of crude coal tar ointments. The degree of erythema has been 
variable, and fleeting erythema was observed on the dorsa of the fingers, par- 
ticularly on the first phalanges and around the nails. In the first month the patient 
had an irregular low grade fever. ; 

The laboratory examinations repeatedly showed a highly abnormal glucose 
tolerance curve: fasting 85, one-half hour 153, one hour 186, two hours 180 and 
three hours 130 mg. per hundred cubic centimeters of blood. However, this curve 
was not considered diabetic, as the postprandial glucose curve was normal. The 
leukocyte count on admission was 2,700 and later varied between 4,000 and 5,000 
in the period when the patient was given 1 grain (60 mg.) of quinine three times 
daily. The hemoglobin and erythrocyte count were normal. On serologic exam- 
ination the reaction of the blood was negative. The plasma proteins were 7.03 Gm. 
and the albumin-globulin ratio was 1.58 (4.31 to 2.72). The electrophoretic pattern 
of serum proteins showed all fractions between normal limits except slightly 
elevated a, and slightly lowered albumin. Creatine in the serum was 1.58 mg. and 
the creatinine was 5.9 mg. per hundred cubic centimeters, both values higher than 
normal. The tests of hepatic and renal function yielded normal results. 


The histologic sections from the neck and forearm showed hyperkeratosis, 
follicular plugging, thickening and thinning of the stratum granulosum and 
moderate acanthosis. In the section taken from the neck there was considerable 
edema at the epidermodermal junction. The upper layer of the corium was 
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edematous and showed degeneration of the collagen. The lichenoid tissue changes 
were particularly strongly developed in the section from the arm. Both sections 
showed moderate lymphocytic perivascular infiltration and dilatation of the blood 
vessels in the upper part of the corium. The section of the muscle showed mild 
lymphocytic infiltration between the muscle fibers. 

AppENDUM.—At present there are also extended erythematous areas on the 
lateral aspects of the thighs, legs and byttocks, with telangiectases, intensive 
follicular markings and plugging. An area of erythema with bizarre shape is seen 
on the abdomen; a large band extends downward from the sternum to the abdomen 
and is there divided into two arciform branches, leaving free a large oval area 
in the center of the abdomen. 

DISCUSSION 


Dr. S. W. Becker: I think that this patient has dermatomyositis. If she had 
lupus erythematosus as extensive as this she would be sicker than she is. 
Dr. Montgomery has emphasized that some of these patients will have some 
characteristics that suggest lupus erythematosus, but eventually the diagnosis of 
dermatomyositis is made. 

Dr. E. A. Oxtver: I thought that the case was one of subaclute lupus erythema- 
tosus rather than dermatomyositis. At one time her white blood cell count was 
2,700; this would favor the diagnosis of subacute lupus erythematosus. 

Dr. C. J. Wurte: I thought that the resemblance was close. If, as Dr. Lane 
has emphasized in some of his writings, such a syndrome may start as lupus 
erythematosus and terminate as dermatomyositis, then I agree with Dr. Becker 
that this is such a case. 

Dr. Francis E. Senear: I think that the reaction on seeing a patient who 
has dermatomyositis is universal and that it is rather stretching the point to feel 
that the patient also has lupus erythematosus of the disseminated type. “I noted, as 
did Dr. Oliver, her low white cell count. Also from the history and histologic 
description I thought that it was dermatomyositis. I would not place much 
emphasis on the follicular hyperkeratosis that was present in the lesions, since 
she has a tendency to follicular hyperkeratosis, as evidenced by the lesions on the 
thighs that resemble pityriasis rubra pilaris. She had an inflammatory reaction 
here also. Dermatologists have been seeing cases of dermatomyositis for a long 
time, but certainly not in sufficient number to know what all the clinical patterns 
might be. 

Dr. STEPHEN ROTHMAN: In answer to Dr. Becker and Dr. Oliver, I agree 
that if a patient has acute lupus erythematosus he is much sicker than this woman 
is. But there is subacute disseminated lupus erythematosus which may last several 
years, particularly if the patient stays in bed. The prognosis in the case presented 
certainly is not good, because of-the pronounced leukopenia (lowest value was 


_ 2,700) and the fever. I agree with Dr. Senear that the follicular plugging in the 


gluteal region is lichen pilaris and has nothing to do with lupus erythematosus. 
The dermatomyositis in this case obviously is a part of the generalized systemic 
disease. It is so often associated with lupus erythematosus that I am inclined to 
believe that the two processes are idéntical, When acute or subacute lupus, 
erythematosus involves the muscles, the picture of dermatomyositis develops. In 
favor of lupus erythematosus in this case, in addition to leukopenia, is the erythema 
on the V of the neck, sharply limited to the area of exposure. 
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Sarcoid. Presented by Dr. Micnaet H. Esert and (by invitation) Dr. M. 
KAGEN. 

S. W., a Negro man aged 56, had a small raised painless plaque on the posterior 
aspect of the right arm and a similar one on the chest fifteen years ago. These 
lesions have gradually extended until they are 10 cm. across. Shortly after their 
first appearance a raised plaque developed above the brows and on the upper part 
of the cheeks. Six years ago the lobe of the right ear became enlarged. During 
the past six months the patient has noticed an increased nasal secretion. 

The patient had typhoid fever at the age of 7. In 1942 his serologic reaction 
was positive, and he received thirty intravenous and thirty intramuscular injections, 
most probably arsenic and bismuth. 

At present the large raised soft mass under each orbit and the infiltrated plaques 
in the supraorbital areas give the patient a leonine appearance. The large plaque 
on the posterior surface of the right arm is raised and infiltrated at the border and 
depressed and atrophic and hyperpigmented in the center. A similar plaque is 
located on the right side of the back. There is no loss of sensation in any of these 
patches. 

The roentgenogram of the chest revealed a calcified plaque in the midportion 
of the left pleura, with thickening of the adjacent pleura. Tnere was elevation of 
the left side of the diaphragm, with evidence of adhesions holding the peripheral 
portion of the diaphragm. There was evidence of an enlarged right hilar lymph 
node. The lung fields were otherwise clear. The impression of the roentgenologist 
was old empyema, with healing and calcification. The roentgenogram revealed no 
changes in the bones of the hands or feet. The cervical and epitrochlear lymph 
nodes were enlarged, but the spleen was not palpable. : 

Examination of the blood showed a hemoglobin content of 60 per cent. There 
were no abnormalities in the blood smear. The total serum protein was 6.6 mg. 
Nasal smears were examined, but no acid-fast organisms were seen. 

* A biopsy of one of the plaques was made. The histologic sections revealed a 
typical sarcoid structure. No acid-fast bacilli could be seen. 


DISCUSSION 


Dr. ADoLPH ROSTENBERG JR. (by invitation): Everyone looking at this patient 
would naturally think of leprosy. There is no a priori reason why the disease 
could not be leprosy and also sarcoid. To my knowledge sarcoid is really an 
immunologic state on the part of the host rather than a specific entity arising 
from any one organism. Some believe that it is a disease sui generis. There are 
reports, chiefly in the Scandinavian literature, of sarcoid arising in a Hansen 
medium. It would be interesting to test this patient with tuberculin. If there 
were a reaction it might be some argument against tuberculous causation. It might 
be, however, that a case of sarcoid would be anergic to the tubercle bacillus, even 
though the particular case arose, say, by virtue of immunologic alterations to the 
leprosy bacillus. 

Dr. Francis E. Senear: I do not belieye that any one would disagree with 
Dr. Rostenberg that this clinical picture is compatible with a diagnosis of leprosy. 
I do not know whether in New York sarcoid, a phase of the disease Dr. Nomland 
has written about so well, is as prevalent as it is here. I noted that this man had 
about the margins of the alae many papular lesions of the type seen consistently 
in the variety of sarcoid occurring in Negroes. I do not mean that these might 
not be present in leprosy, but they are typical of sarcoid in Negroes. 
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Dr. Marcus R. Caro: Because of the suggested appearance of leprosy a 
number of sections were examined, but at no time were any acid-fast bacilli 
demonstrated. 


Nevus Unius Lateris of Five Years’ Duration in a Man Aged Twenty-Five. 
Presented by Dr. Davin V. Omens and (by invitation) Dr. Harotp D. 
OMENS. 


A Case for Diagnosis (Bilateral Lichen Striatus or Linear Nevus?). Pre- 
sented by Dr. S. W. BEcKER. 


In S. P., a girl aged 4, a plaque developed on the anterior surface of the upper 
part of the left thigh, consisting of elements in linear arrangement. This appeared 
about seven months prior to her first examination. A single linear lesion developed 
on the posterior aspect of the right buttock and thigh two months later. There 
had been no subjective symptoms. 

At present there is on the anterior surface of the left thigh several short yellow 
linear lesions. On the right buttock and thigh posteriorly is a single linear lesion 
7 to 10 mm. in width and elevated a few millimeters above the surface, distinctly 
yellow and extending longitudinally over most of the buttock and thigh. 

A biopsy of the lesion on the right thigh showed slight hyperkeratosis and 
thickening of the granular layer. The stratum mucosum was thinned over the 
enlarged papillae, and the rete processes were elongated. In places the stratum 
mucosum showed intercellular edema, liquefaction necrosis of the basal layer and a 
cellular infiltrate extending into the epithelium. The papillae were enlarged, mildly 
edematous and involved in perivascular infiltration, which process extended into 
the dermis for a considerable distance. 


DISCUSSION ON CASES OF NEVUS 


Dr. Marcus R. Caro: Unfortunately I was unable to see the sections from 
the first case presented, but I thought that the clinical diagnosis could be nevus" 
unius lateris, though the nevus was more extensive than is generally seen. 

The condition in the second case I thought was lichen striatus. The small 
lichenoid papules in the bands were characteristic of that disease. 

Dr. Francis E. SENEAR: The only bilateral occurrence that I can recall was in 
the case reported by Dr. Caro and me. That was in an adult and did not conform 
to the general picture seen in children. That patient had definite lichen striatus 
on each side of the neck. I feel as Dr. Caro does about the diagnosis of the 
first and second case. 

Dr. S. W. Becker: I thought that Dr. Omens’ patient had keratotic linear 
nevus, which opinion was borne out by the microscopic section. The lesion in my 
patient was last seen by me three weeks ago. I saw the child just once and 
took a section for histologic study. Since then there has been great regression, 
especially in the lesion on the posterior aspect of the buttock. I think the diagnosis 
is lichen striatus. I have never heard of this disorder being present bilaterally. 


A Case for Diagnosis (Epidermolysis Bullosa?). Presented by Dr. Francis 
E. SENEAR. 

T. W., a man aged 61, has had an eruption on the hands of six months’ dura- 
tion. No other part has been affected. Last spring when he began to work in 
the yard there developed bullae on the palms. Since that time bullae have 
developed following any type of friction or pressure. There has been a blotchy 
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type of redness on the hands, most apparent on the thenar and hypothenar 
eminences and on the flexor aspects of the joints of the fingers. During the past 
few weeks he has noticed hyperhidrosis as well. Previously he was given two 
treatments with roentgen rays, the last one on Nov. 3, 1945. He had also been 
given injections of iron cacodylate. There is no family history of similar trouble 
and no history of consanguinity. 

DISCUSSION 


Dr. STEPHEN ROTHMAN: I wonder whether a diagnosis of factitial derma- 
titis has been considered. This man has no gag reflex and no corneal reflex. 


Dr. Francts W. Lyncu, St. Paul: I wonder whether we can exclude the 
possibility of pemphigus. The appearance is not characteristic, but is acceptable 
for that diagnosis, as is the patient’s age, the history of injury and the pharyngeal 
discomfort which the patient has noted for six months. 


Dr. CLEVELAND J. Wuirte: If the history is correct, bullae would appear from 
small traumas; this is suggestive of epidermolysis bullosa of acquired type. The 
absence of lesions in other areas makes one think of the bare possibility of 
pemphigus. One might suggest the phytotoxin test, although its value is question- 
able. 


Dr. Francis E. Senear: On looking up the literature on acquired epider- 
molysis bullosa I discovered that there were a number of cases reported: 
Cockayne 1, Weber 1 and Waisman 3. Most of these patients gave a family 
history of epidermolysis bullosa, but in all of them the lesions have been sharply 
limited to one part of the body, the hands or feet and in some cases the hands 
and feet. They have all been of the simple type of epidermolysis bullosa, with no 
dystrophic elements. Cockayne and one other reporter pointed out that in their 
patients lesions seemed to develop not alone from pressure but from pressure and 
moisture. When I saw this patient several weeks ago he had apparent hyper- 
hidrosis. I am not willing to agree with his interpretation of redne®s of the 
palms, because he has had a good deal of redness along the folds op the joints of 
the fingers on both hands. While I am entirely open-minded, as indicated in the 
history, I do feel that his picture fits in well with these cases of acquired epider- 
molysis bullosa of a localized type in which there is no history of familial occur- 
rence and in which there is no history of consanguinity. I have a feeling that 
with this redness and with the hyperhidrosis the condition is probably not 
pemphigus, and I also do not feel that it is factitious dermatitis. 

Dr. Epwarp A. Oviver: Last spring I showed a case of what I felt was 
acquired epidermolysis bullosa. It resembled Dr. Senear’s case closely and, as 
I recall, caused considerable discussion as to whether there was such an entity. 


Pityriasis Rubra Pilaris-Like Eruption. Presented by Dr. Francis E. SENEAR. 


A Case for Diagnosis (“Atabrine” Dermatosis?). Presented by Dr. JAMES 
H. 


The patient, aged 41, has had the present eruption for fifteen months. He 
was first seen on July 18, 1945, at which time he was in the Mayo General 
Hospital and was referred for examination by Dr. P. E. Hopkins. The patient 
had spent eleven months in New Guinea, later going to Luzon. “Atabrine” 
(quinacrine hydrochloride) was taken daily for eighteen months. During this period 
the skin was bright yellow. Prior to military service there had been some scaling 
on the outer side of the lower part of the left leg for several years. The patient 
was hospitalized in the Forty-ninth General Hospital in Luzon, and the adminis- 
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tration of quinine was substituted for “atabrine.” He was told by one group that 
the circulation of the leg was much impaired, but this was contradicted by the 
Johns Hopkins group, which also insisted that “atabrine” was not the cause 
of the dermatosis. Biopsy was decided against by all medical officers, on the 
ground that the incision would. not heal. 

On the occasion of the first visit on July 18, there were symmetric scarcely 
visible bluish areas beneath all nails, most noticeable beneath the great toe and 
thumb ‘nails. There were also deep-seated bluish areas along the posterior margin 
of the heels. On the outer side of the lower third of the left leg there was 
keratosis of ichthyosis type, beneath which there was bluish mottling. There 
was similar but less evident involvement of the right leg and heel. The patient 
was advised to have vascular studies made of both legs and biopsies of various 
areas, 

The patient was next seen on August 29, at which time he had been transferred 
to Fort Sheridan where he is now awaiting reassignment. 

The vascular studies and biopsies were not made. Because the patient was 
in active service, interference was deemed inadvisable. 

Improvement has been pronounced, as can be determined by photographs 
submitted. 

DISCUSSION 


Dr. Micnae, H. Epert: I would like to ask Dr. Mitchell whether, when 
first seen, the patient had bluish discoloration beneath the nails and whether 
it became localized, something like a subcutaneous hemorrhage. 


Dr. James H. MitcHet: A little like that; it was a transverse band. 


Dr. Expert: The reason that I asked the question was that a medical officer 
who just returned from duty in the South Pacific was in my office the other day. 
He showed me just such a change as was described, a bluish discoloration of the 
finger nls, which I believed was not hemorrhage. He stated that it had been 
there several months and had not grown out with the nail. He also stated 
that the men he was associated with did not show that sign until they landed 
at Luzon, and after they had been there a few weeks this developed. The Govern- 
ment issued a pamphlet on this, stating that it was of no importance. It had been 
several weeks since he had taken “atabrine.” 

Dr. STEPHEN ROTHMAN: I saw a soldier with a peculiar cyanosis of the 
nail plate. The bluish violaceous discoloration was proved to be due to “atabrine” 
deposition. 

Dr. IRENE NEUHAUSER: I understand that Dr. Hopkins, in his reports on his 
investigations in the South Pacific, has mentioned the blue nails. He stated 
the belief that they are related to both the eczematoid eruptions of the extremities 
and the lichen planus-like eruptions. The discoloration appears as an early mani- 
festation and disappears as the eruption develops. Apparently the discoloration 
has its origin beneath the nail plate. 


Bromoderma. Presented by Dr. James Hersert MitcHELi and Dr. Ravpn H. 

ScuLL. 

L. W. a single woman aged 22, complains of an eruption that began three 
weeks ago. It was first noticed on the face and later on the legs. 

Physical examination revealed that there are two healing pea-sized lesions 
on the malar prominences. On the legs there are from pinhead-sized to fifty cent 
piece-sized papular ulcerated lesions that exude pustular bloody fluid. 
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The patient gives a history of taking “nervine.” This product contains 
ammonium bromide, sodium bromide and potassium bromide. It is prepared in 
such a way that the patient would get 3 Gm. of each ingredient in one teaspoon 
to a glass of water. 

The serologic examination of the blood revealed no abnormalities. The 
analysis of the chemical content of the blood showed 83 mg. of bromide per hundred 
cubic centimeters. 

DISCUSSION 

Dr. THEODORE CORNBLEET: This was an excellent demonstration of an erup- 
tion from bromide intoxication. The normal levels for bromine in the blood range 
from 0.2 to 0.6 mg. per hundred cubic centimeters. The value given for this 
patient, 83 mg. per hundred cubic centimeters, certainly can be interpreted as being 
abnormally high. The critical value at which symptoms of bromide intoxication 
appear varies considerably and is the subject of controversy. 


A Case for Diagnosis. Presented by Dr. THeEoporE CorNnBLEET and (by 
invitation) Dr. H. Scnorr and Dr. D. CoHEN. 


I. H., a Negro woman aged 22, had a pigmented papule on her nose at the age 
of 12. Twelve papules have appeared during the past ten years, gradually increas- 
ing in size. Weakness, in the joints, cough, fatigue, amenorrhea and fever have 
been present for the past four months, causing the patient to seek medical aid.. 
Pulmonary tuberculosis was the tentative diagnosis, although the organisms had 
not been observed. 

Examination of the blood revealed a hemoglobin content of 44 per cent, 
erythrocytes 3,870,000, leukocytes 13,750 with a differential cell count of poly- 
morphonuclear leukocytes 64 per cent, eosinophils 13 per cent, lympocytes 9 per 


cent and monocytes 13 per cent. The blood culture was negative. The nonprotein 
nitrogen in the blood was 27 mg. per hundred cubic centimeters. The .serologic 
examination of the blood revealed no abnormalities. The reaction in the typhoid 
agglutination test was negative. The roentgenogram revealed a diffuse infiltration 
in the entire right lung field. (The histologic section of one of the lesions was 
presented. ) 


DISCUSSION 


Dr. S. W. Becker: I think that those tumors fall in the group of dermatosis 
papulosa nigra. The biopsy specimen was a little difficult to interpret. The 
epithelium was not as thickenéd as one would expect, but the follicles were con- 
siderably larger than one would expect in that area. 

Dr. Marcus R. Caro: I think that both clinically and histologically it was 
dermatosis papulosa nigra. 

Dr. Francis E, Senear:I do not believe that clinically it is dermatosis 
papulosa nigra. The lesions are hemispherical; some are of normal cutaneous 
color and others are brownish, and they are not bilaterally symmetric. I think 
that because the patient is Negro one tends to follow the path of least resistance 
and call it that. They are not blackish, and they are more regular in contour 
than are the lesions of that disease. She has two lesions at the right outer canthus 
which are moderately pedunculated. These lesions are like cutaneous tags of the 
neck. To me these lesions on the nose seem to be ordinary nevi. 

Dr. THEODORE CORNBLEET: There is no inflammatory reaction evident. I 
had in mind when I saw this patient that it was some form of tuberculosis, perhaps 
some form of sarcoid, as Dr. Senear mentioned earlier. I looked for nodules about 
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the nose. These nodules do not resemble sarcoidosis, but I thought of that entity. 
The lesions represent, probably, a sort of nevus. The histologic changes are 
consistent with a diagnosis of dermatosis papulosa nigra. 


Chronic Myelogenous Leukemia with Purpura. Presented by Dr. MicHari 
H. Esert and (by invitation) Dr. M. S. Kacen. 


In A. G., a white man, aged 62, nodules, associated with pain, developed on 
the legs a year ago. The attack lasted two weeks, gradually subsiding. During 
the last year repeated attacks of generalized subcutaneous nodules have appeared 
about once monthly. The patient has lost 30 pounds (13.6 Kg.) in the past four 
months. Epistaxis, hematuria, subcutaneous nodules, erythematous coin-sized areas 
on the extremities and face, dermatitis on the hands with scaling and generalized 
purpuric areas all appeared three weeks ago. At present the lesions are subsiding. 

The hemoglobin content of the blood was 62 per cent, and erythrocytes 3,650,000; 
no platelets were seen. The differential count of the leukocytes showed poly- 
morphonuclear leukocytes 62 per cent, eosinophils 10 per cent, basophils 3 per 
cent, lymphocytes 24 per cent and monocytes 8 per cent. The Kahn reaction of the 
blood was negative. The sternal puncture revealed normoblasts and young forms 
of white cells, with metamyelocytes predominating. The observations indicated 
chronic myelogenous leukemia, with secondary thrombocytopenic purpura. 


DISCUSSION 


Dr. Micuaet H. Esert: I do not believe that the case requires extensive 
discussion. It is actually a case of thrombocytopenia with no platelets. When first 
seen the patient presented a striking picture of subcutaneous bluish tumors on the 
extremities. He was having one of his exacerbations with hemorrhage from 
thrombocytopenic purpura. Some physicians make the point that if acute thrombo- 
cytopenia is diagnosed, and all other causes can be ruled out, removal of the 
spleen is indicated. This is one type of case that will not respond to splenectomy. 


Hidradenitis Suppurativa. Presented by Dr. Davin Omens, Dr. Haron 
Omens and (by invitation) Dr. M. S. Kacen. 


Frederick R. Schmidt, M.D., President 
Marcus R. Caro, M.D., Secretary 
Dec. 19, 1945 


Pityriasis Rubra Pilaris in a Negro Girl Aged Four. Presented by Dr. D. V. 
Omens and (by invitation) Dr. H. D. Omens and Dr. M. S. Kacen. 


Pityriasis Rubra Pilaris. Presented by Dr. S. Rornman and (by invitation) 
Dr. A. L. SHaptro. 


H. R., a white man aged 45, a railroad machinist, who had had no previous 
cutaneous trouble, suddenly experienced an itching eruption on his neck in 
April 1945. This eruption gradually spread to involve all the areas of the body. 
At the time of examination in the University of Chicago Clinics on December 10, 
he presented large erythematous scaling plaques with sharply defined borders on 
the extremities and buttocks and smaller patches with serpiginous and bizarre 
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shapes, containing perifollicular papules on the upper aspect of the trunk. Keratotic 
follicular plugging was noted on the dorsum of the fingers, hands and wrists. 
Mildly scaling erythema was present on the face and neck. 

The Wassermann and Kahn reactions of the blood were negative. The blood 
and the urine were normal. A _ roentgenogram of the chest revealed no 
abnormalities. 

The histologic examination of a section revealed lamellated hyperkeratosis with 
thick keratotic plugs, moderate acanthosis and a mild perivascular lymphocytic 
infiltrate along the superficial venous plexus. 


DISCUSSION 


Dr. Paut A. O’Leary, Rochester, Minn.: Vitamin deficiency is apparently 
not the sole cause of pityriasis rubra pilaris, or at least increasing the vitamin A 
intake even to large amounts does not always rid the patient of the cutaneous 
lesions. Neither is evaluation of dark adaptation an accurate guide of the vitamin A 
deficiency, nor is it of prognostic value in forecasting the outcome of the admin- 
istration of vitamin A. I have observed several patients with classic pityriasis 
rubra pilaris in whom, following intensive vitamin A therapy, typical psoriatic 
lesions developed. The addition of vitamin D did not cure the patient of psoriasis. 
In children in whom the pityriasis rubra pilaris was of short duration, the results 
of treatment with vitamin A are much better than in adults who have had the 
disease for a long time. At the moment it appears that dermatologists are hovering 
close to finding but have not as yet found the exact relationship between pityriasis 
rubra pilaris and avitaminosis. 

Dr. OxiverR S. Ormssy: I think that there are certain of these cases in which 
vitamin A plays an important part. These are not examples of pityriasis rubra 
pilaris, but the patients have similar lesions and there is some response to vitamin A 
therapy. In patients with typical pityriasis rubra pilaris, vitamin A therapy is not 
efficient. I think that this is a symptom complex like pityriasis rubra pilaris, but 
not the classic disease. 

Dr. Davip V. Omens: My colleagues and I treated 2 children with vitamin A, 
and apparently they did fairly well. 

Dr. S. RoraMan: What Dr. O’Leary said is borne out in the case I presented 
a month ago. The child improved with treatment with vitamin A, but later, in 
spite of the fact that treatment with vitamin A was continued, there was a relapse. 


Pemphigus Limited to the Conjunctivas and Mucous Membrane of the 
Mouth. Presenteti (by invitation) by Dr. S. R. Mercer, Fort Wayne, Ind. 


G. H., a farmer aged 57, states that in July 1944 the whites of his eyes became 
bloodshot, scratchy and irritated. He attributed this to the dust stirred up by a hay 
baler which he was operating, but it gradually became worse even after he was out 
of the dust and has continued slowly to progress. 

In August or September he noted that his upper denture was loose. In the 
spring of 1945 the roof of his mouth became sore. The denture became so loose 
that he consulted a dentist to have a new one made. At that time he was 
appraised of the ulcerations’ and erosions of the hard and soft palate. Since then 
he has used no denture and has noted the appearance of “water blisters” from time 
to time, which were of variable duration. The areas involved became more exten- 
sive, until remnants of dental ridges and the adjacent part of the cheeks became 
involved. 
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The treatment by general practitioners until November 30 was extensive and 
variable. The only drug which he is certain that he received is penicillin, 8,000,000 
units, with no improvement. Since November 30 he has been taking Asiatic pills 
(pills containing arsenous acid and black pepper), which has resulted in appreciable 
improvement, he states, especially in the eyes. 

On laboratory examination of the blood, the results were found to be within 
normal limits, except for slight achromia. Smears made from the mucous mem- 
brane of the roof of the mouth showed some streptococci, but no Vincent’s 
organisms. The culture showed mostly streptococci, with a few staphylococci and 
pneumococci. The Mazzini test of the blood elicited a negative reaction. 


The histologic examination of a section was made by Dr. S. W. Becker. There 
was chronic inflammatory reaction with a pronounced plasma cell infiltrate. There 
was also acute superficial infection with many polymorphonuclear leukocytes. 
There was nothing in the section that could be construed as a basis for making a 
diagnosis of pemphigus. However, the picture is not incompatible with pemphigus, 
and the decision must rest on clinical judgment. , 


DISCUSSION 


Dr. Samuet J. Zaxon: If the diagnosis is pemphigus I would suggest 
administering acetarsone (acetylaminohydroxyphenylarsonic acid) instead of Asiatic 
pills combined with vitamin C. Acetarsone is tolerated well. 


Dr. Paut A. O’Leary: Although this syndrome is known as pemphigus of the 
conjunctiva, I do not believe that it is etiologically related to pemphigus vulgaris. 
Contractions of the conjunctiva are rarely seen in association with pemphigus 
vulgaris, and, conversely, it is rare that the clinical picture of pemphigus vulgaris 
Gevelops in a patient with this syndrome. I have seen a few patients who have had 
pemphigus of the conjunctiva which resulted eventually in blindness, in whom an 
occasional bleb developed on the skin, but I have never known of any of these 
patients to die of pemphigus. The course of the disease in them is long and 
protracted. Behcet’s syndrome of iridocyclitis with lesions of the mouth or vulva 
or both has features somewhat akin to pemphigus of the conjunctiva. There is no 
need of giving this syndrome of pemphigus of the conjunctiva another or new name, 
because common usage makes it acceptable. However, it is in need of investigation 
and clarification. 


Dr. Ovtver S. Ormssy: Only six or seven years ago this subject was up for 
discussion before this Society, and at that time I did not believe that there was any 
connection between pemphigus of the eye and pemphigus of the skin, but in the last 
few years there have been so many reports and such good ones, particularly by 
Klauder, that I feel that this is a syndrome that could be called pemphigus. It is 
a different type of pemphigus from the cutaneous variety. The disease in some 
of the cases responds to treatment for ordinary pemphigus, so that there may be 
some connection. It appears that pemphigus of the eye and other mucous mem- 
branes, with occasional lesions on the skin, presents a different disease from 
pemphigus of the skin. However, oral lesions are common in ordinary pemphigus. 


Dr. S. R. Mercer (by invitation): From my observation of this patient it 
seems to me that the only diagnosis tenable is what is, termed “ocular pemphigus” 
or pemphigus limited to the eye and mouth. To date the treatment I have 
employed for this disease has consisted exclusively of Asiatic pills. Acetarsone 
was not given because hospitalization was refused. Since treatment with Asiatic 
pills was begun the ocular lesions have definitely regressed, while those in the 
mouth have remained stationary. The syndrome Dr. O’Leary mentioned was 
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considered but does not seem to fit with the clinical manifestations in this case. 
No lesions are present on the feet. According to the ophthalmologist under whose 
care he has been, the chain of observations noted over a period of months in the 
eyes are characteristic for pemphigus of the conjunctiva. 


A Case for Diagnosis (Sarcoid?). Presented by Dr. Hersert RATTNER and 
(by invitation) Dr. H. H. Roprn. 


L. B., a Negro woman aged 40, was first seen three months ago, with small 
tumors on the eyelids, the nose and the back of the neck. She stated that the first 
lesion appeared on the sides of the nose in 1925 and healed in about three years. 
Since then new growths have gradually appeared in the areas that are now 
involved. There are no subjective symptoms. 

Her childhood was uneventful except for an attack of rheumatism at the age 
of 15 years, which was limited principally to the joints of the fingers. In 1940 
she had lobar pneumonia and in 1945 atypical virus pneumonia. A hysterectomy 
was performed in 1931 for fibroids and a laparotomy in 1940 for adhesions and 
ovarian cysts. 

Examination reveals match head-sized to pea-sized moderately firm reddish 
black cutaneous nodules on the upper eyelids, the under surface of the nose and the 
posterior surface of the neck. 

She is receiving 3 cc. of ethyl chaulmoograte (“chaulmestrol”’) intramuscularly 
at weekly intervals. Up to the present time she has received four injections, 
without clinical evidence of improvement. 

A roentgenogram of the chest, Sept. 16, 1945, revealed “a dense fibrotic infiltra- 
tion involving the lower halves of both pulmonary fields. There was evidence 
of an enlarged hilus gland on the left. The apical areas were normal. The obser- 
vations were only suggestive of sarcoid.” . 

A -hemogram revealed a normal picture. The Kahn reaction was negative, and 
the examination of the chemical content of the blood revealed total protein 8.3 mg., 
albumin 3.6 mg. and globulin 4.7 mg. per hundred cubic centimeters. 

A biopsy of a lesion on the neck, which clinically resembled a small keloid, 
revealed a sharply defined dense infiltrate about a sweat duct, situated superficially 
so as to obliterate the rete pegs. The infiltrate was composed of epithelioid cells, 
-with a small zone of lymphocytes at the periphery. 


DISCUSSION 


Dr. M. H. Expert: This is the same type of case as that of lichen-like lesions 
on the neck and lesions of the nasal orifice reported by Dr. Nomland and fits in 
with the type of sarcoid he described in Negro patients. I did not see the section. 

Dr. Maurice OPPENHEIM (by invitation): The histologic picture is interesting. 
Such a superficial lesion is rare in sarcoid. It is extremely rare to see sarcoid 
immediately below the epidermis. It is similar to lichen nitidus. 

Dr. Marcus R. Caro: One of the unusual histologic observations in the serial 
sections through the specimen was the location of the infiltrate entirely about the 
opening of the sweat gland. 

Dr. HERBERT RATTNER: The eruption was unusual clinically as well as histo- 
logically. The lesions on the back of the neck, for instance, more nearly resembled 
acne keloid than sarcoid. 


Blastomycosis. Presented by Dr. Davin V. OmeENs and (by invitation) Dr. H. 
D. Omens and Dr. M. S. Kacewn. 
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Hypertrichosis Lanuginosa(?). Presented by Dr. S. RorHMAN. 


The mother of B. B., a white girl aged 12, noted that at birth the patient had 
fine hair on the face and ears and that her nose was unusually large. At 6 years 
of age, the child was thoroughly studied for endocrine disturbances at Children’s 
Memorial Hospital. The large nose and spade hands were noted. A flat glucose 
tolerance curve and a serum cholesterol level of 285 were observed, but all other 
tests yielded normal results. The child was given “pituitary extract” over a period 
of two years, without improvement. At 11 years of age some endocrine medication 
was resumed for six months. The mother states that the patient gets along well 
in school and is apparently well adjusted. 

On examination in Bobs Robert Memorial Hospital for Children of the Uni- 
versity of Chicago on Dec. 18, 1945, lanuginous hypertrichosis, with the hairs soft 
silky long and light, was observed on the forehead, ears and cheeks and to a lesser 
degree on the nose, chin, neck and upper part of the chest. There was a whirled 
hair mass extending from the center of the nape of the neck to the interscapular 
region. The scalp hair appeared to be terminal hair, although smoother and 
thinner than normal. The lower part of the nose was considerably broadened, and 
the hands were unusually wide. The growth of pubic hair corresponded with the 
age of the child. The pubic hair had the character of terminal hair. Axillary hair 
had not yet started to grow. The patient had not started to menstruate, but she 
had budding breasts. 

The visual fields were normal, and there were no ocular pathologic changes. 
Roentgenographic studies revealed a normal chest, normal skull, normal results 
in an intravenous pyelogram and normal bone age. 

The urine and the blood cell counts were normal. The glucose tolerance test 
showed: fasting 103 mg., thirty minutes 212 mg., sixty minutes 192 mg., one 
hundred and twenty minutes 165 mg. and one hundred and eighty minutes 133 mg. 

per hundred cubic centimeters, with no sugar in the urine. The basal metabolic 
rate was — 13 per cent. 

No history could be elicited of a similar developmental anomaly in the patient's 
family in the last three generations. No consanguinity was admitted in the 
ascendence. There are no anomalies of dental development. 


DISCUSSION 


I Dr. S. RoruMan: The essential feature of this disturbance is the persistence 
of fetal lanugo. In most of the cases reported this disturbance of hair growth has 
j been associated with developmental anomalies of the teeth. Obviously, this is a 

developmental anomaly on a genetic basis. Yet, most physicians are imbued with 
the idea that it must be an endocrine disorder. This girl received thyroid and 
“pituitary extracts” for years, without any effect. 


Presented by 


Sarcoidosis; Involvement of Skin, Lungs and Lymph Nodes. 
Dr. S. RorHMAN and (by invitation) Dr. H. Krysa. 


Acrokeratosis Verruciformis (Hopf). Presented by Dr. Micnart H. Esert 
and (by invitation) Dr. Atten S. Peart Jr. 


The patient, a healthy intelligent girl aged 12, has had an eruption for eight 
years, which began on the hands, gradually spread until it reached its present 
distribution and has remained unchanged. It is now on the dorsa of the hands 
and feet, the flexor surfaces of the forearms, all surfaces of the legs, the knees, the 
medial and lateral aspects of the thighs, the palms and the soles. 
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The lesions are round, oval and polygonal brownish papules, 1 to 5 mm. in 
diameter, the smaller ones with a smooth rounded surface and the larger orfes 
flattened and verrucous in appearance, the latter predominating on the dorsa of the 
hands, where they are confluent. Some are translucent and have the appearance 
of a horny plug, with the closer to normal skin at the edges of the papules sloping 
sharply to the surrounding skin. These predominate on the palms and soles, where 
some of the lesions are depressed as though the plug had been removed. 

There is no family history of a similar eruption, and the parents are not 
consanguineous. 

The histologic examination showed wavy hyperkeratosis and moderate 
acanthosis, with hypergranulosis and slight cellular infiltration of the upper part 
of the corium. There was no parakeratosis, vacuolation or basket weave 
appearance, 

DISCUSSION 


Dr. FRepeRIcK \R. Scumipt: About three months ago I had a similar case 
and I looked up the literature. I found that there were variations of this disease. 
One is the disease described by Hopf, the second by Lewandowsky and Lutz and 
the third by Erich Hoffman. I came to the conclusion that the histologic changes 
were much the same in all three types and that they were clinical variants of the 
same disease, i. e., nevoid diseases of a verrucous nature. 


Dr. M. H. Exsert: Other than having my name appear as co-presenter, I have 
no connection with this case; it is Dr. Pearl’s private case. I do not agree with 
the Chairman. Clinically, the cases of epidermodysplasia resemble this more 
or less completely, but histologically they are different. The differential diagnosis 
lies between flat warts and epidermodysplasia. Histologically in epidermodysplasia 
there is a basket weave type of structure in the stratum corneum and verruciform 
elevations in the rete cells. That is not present in this case. The section shown 
today is,exactly what Hopf described, namely, hyperkeratosis without parakeratosis 
and slightly wavy loss of keratin. There is fairly moderate acanthosis of the 
rete cells and no.disturbance in the corium. There is no indication that it belongs 
to the wart family. It is entirely nevoid in character, but it is an entirely different 
disease from epidermodysplasia. Hopf, in his last article in the ARCHIVES, 
described a Polish family in which 4 members were affected, the mother, 2 
daughters and 1 son; the other children in the family did not have the disease. 
The eruption described is exactly like the one seen today except that this one is 
more extensive. There was some keratosis on the palms in Hopf’s cases, and he 
differentiated it from the diseases it resembles. He mentioned, among other 
things, atypical Darier’s disease, but there is no indication of Darier’s disease 
in the section presented today. 


Elephantiasis Nostras. Presented by Dr. Otrtver S. Ormssy. 


The patient, J. A., was seen first by me on Dec. 1, 1945. His trouble developed 
two years previously, while he was in Honolulu in the Navy. The first attack 
involved the left eyelid, which was red, swollen and edematous. This attack 
gradually subsided after four weeks, but the swelling did not entirely disappear. 
The second attack occurred after four months and also lasted several weeks. This 
time the lids of both eyes, the nose and the contiguous portions of the cheeks were 
involved. Early there was much redness, which gradually subsided. After the 
disappearance of this attack there remained decided edema of both the eyelids and 
of the skin of the nose. Two other attacks occurred between this date and the 
beginning of the last attack. The last attack began six weeks ago. There have 
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been no subjective symptoms, pain or itching. At present there is slight redness, 
extensive edema of both upper and lower eyelids, together with some thickening 
of the tissues of the nose and of the skin of the cheeks in the immediate vicinity. 
The right side is involved more than the left side. In the Navy, the patient had 
two series of treatments with a sulfonamide drug, 3,000,000 units of penicillin, nine 
exposures to roentgen rays at weekly intervals and cryotherapy with carbon 
dioxide slush (a mixture of solid carbon dioxide acetone and sulfur). The Wasser- 
mann and Kahn reactions were negative, and there were no other abnormal 
observations of the blood. The Frei intradermal test was recently made, with 
negative results. In the two and a half weeks under observation the patient has 
had several injections of glucose and calcium thiosulfate and local treatment, with 
no appreciable effect on the lesions. 


DISCUSSION 


Dr. Paut A. O’Leary: Edema of the face of the type presented by this 
patient may have several origins, one of which is an infectious process, another, 
perhaps for want of a better term, angioneurotic edema. In other words, the 
former is infectious in origin and results in lymphatic obstruction, while the 
latter is not of bacterial origin. Persistent edema is an important point for 
discussion, whether one speaks of the edema of the face or of the hand or leg 
because of the many portals of entry for infection in these areas. In the hand, 
if it is possible to reduce the edema, the frequency of the recurring attacks of 
erysipelas may be materially minimized. This may be done with rubber bandages, 
bacterines or the prophylactic use of a sulfonamide drug after healing of existing 
fissures and the like. On the face the problem is more difficult. My associate, 
Dr. New, employs a procedure which is frequently successful in decreasing the 
edema and consists of injections of hot water into the edematous areas. The 
injection of boiling water produces severe reaction, which apparently results in 
occlusion of the lymphatic vessels with decrease of edema and in turn decrease 
of the attacks of erysipelas or cellulitis. It may be necessary to repeat the injections 
a second and occasionally a third time. As the edema is reduced, it is obvious 
that recurrences of the infectious process appear less frequently. I do not believe 
that all cases of lymphedema, solid edema or elephantiasis nostras are primarily 
the result of an infectious process, although I admit many are. In some it is 
evident that an infectious agent plays a secondary role. 

Dr. S. Roraman: In a great number of cases of lymphedema a portal of 
entry for streptococcic infection can be found. My associates and I have on record 
6 patients with recurrent erysipelas and subsequent lymphedema of the leg, with 
interdigital rhagades of the toes of mycotic or nonmycotic origin. Further attacks 
of erysipelas can be definitely eliminated with treatment of the interdigital process. 
Usually a fairly satisfactory reduction of the edema follows. I do not see any 
evidence for the contention that these attacks of erysipelas are dermatophytids. 
Two thirds of our patients had no mycotic infection. 


Dr. Oxtver S. Ormssy: I think that everything that Dr. O’Leary said is 
correct. For a long time it has been recognized that there are two types 
of this disease; one is characterized by what he spoke of as solid edema of the 
face. This group was described in this country by Dr. Pusey in 1912. Others 
have been described which are characterized by the same symptoms seen in the 
patient presented. There are recurrent attacks of erysipelatous-like inflammation, 
which causes thickening of the tissues involved. Eventually solid edema develops. 
That is the type of case described in which injections of hot water and radium 
have been used with good results. 
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Elephantiasis nostras is not believed in this country to be caused by Filaria 
organisms that produce elephantiasis of the legs in the Tropics. The patient 
shown does not have constitutional symptoms. These patients have practically 
the same history: an inflammatory reaction which subsides partly but not com- 
pletely, then another attack and after some years persistent edema. In 2 or 3 of 
these patients some success has been attained with sulfonamide drugs. 


Nore.—Since the patient was shown a thorough trial with streptomycin has. 
been made, with some improvement. 


Disseminated Miliary Tuberculosis of the Face. Presented by Dr. OLtver 
S. ORMSBY. 


The patient, Mr. D. G., was seen first on Dec. 5, 1945. The duration of the 
eruption was given as four months. The original lesions occurred on the upper lip 
and gradually spread until they occupied other regions. The entire middle third 
of the face and forehead were involved. The eyelids, both upper and lower, and the 
upper lip were studded with lesions. There were also a large number on the fore- 
head, nose, cheeks and chin. The lesions were pinhead-sized waxy papules situated 
on a dull red background. On diascopic pressure brownish discoloration remained. 
The Wassermann and Kahn reactions were negative, and the chemical content of the 
blood was normal. A roentgenogram of the lungs showed no pathologic changes, 
recent or remote. Penicillin has been used, without appreciable effect. 


DISCUSSION 


Dr. MAuRIcE OPPENHEIM (by invitation): I would like to ask Dr. Ormsby 
if a biopsy was performed. Diascopic examination showed apple jelly spots. I do 
not think we are able to make the diagnosis, tuberculosis miliaris disseminata 
without a biopsy. 

Dr. CLarK W. FInNERUD: This was my idea of a classic case of disseminated 
miliary tuberculosis of the face. In all the patients shown as such before this 
Society, the eruption has been symmetric and with a history somewhat similar to 
this one. I wonder whether in Europe there is greater differentiation made among 
some of these so-called tuberculids. In Kren’s clinic I remember seeing several 
patients in whom the disease was considered borderline with the possible diagnoses 
of disseminated miliary tuberculosis, acnitis or acne telangiectodes. 


Dr. Paut A. O’Leary: I have a young woman, a physician, under my care at 
the moment who has disseminated miliary tuberculosis of the face, confirmed 
histologically. The first cutaneous lesions appeared four months before she had a * 
severe pulmonary hemorrhage of tuberculous origin. She has received 200,000,000 
units of streptomycin, with no improvement in the cutaneous lesions, although the 
lesion of the chest is subsiding satisfactorily. Experience with streptomycin in 
true tuberculosis of the skin as well as in tuberculids has been less encouraging than 
my colleagues and I had hoped. A few patients with scrofuloderma have improved 
while receiving streptomycin but relapsed when it was discontinued. 


Dr. Oxtver S. Ormssy: It is ten years since my associates and I showed 
another patient with this identical eruption on the face, forehead, eyelids and chin. 
She had three or four months’ treatment and went to the Mayo Clinic, where 
Dr. O’Leary saw her. He confirmed the clinical diagnosis and the histologic obser- 
vations made by Dr. Finnerud. The reason I mention that case in detail is that 
in a recent article by Michelson and Laymon this particular type of tuberculosis of 
the skin is described as being slow to subside. That patient recovered in eighteen 
months, and when I first saw her she had had the disease four months. The 


466 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


clinical appearance was identical with that in the present case. I think that 
eighteen months is a comparatively short time to have cleared up tuberculosis 
of the skin. The treatment consisted of use of gold sodium thiosulfate, bismuth 
arsphenamine sulfonate, and a moderate amount of roentgen rays. 

As to the question of Dr. Oppenheim, I think that these lesions are classically 
situated, symmetric and fairly acute and when the lesions disappear they do not 
recur. That is the difference between this type and tuberculid. In the tuberculid 
group, lesions develop and disappear in a few weeks and then other lesions appear. 
It is easy to make a distinction between this type shown today and tuberculid. 
I think that clinically this is a classic example of this type, as described by a large 
number of authors. 


Lymphoblastoma (Type ?). Presented by Dr. CLarK W. FINNERUD. 


W. A. R., aged 67 and a traveling salesman, presented a nonpruritic eruption 
of the face and neck of two years’ duration. It began as a nodule in a dime-sized 
area of the right malar prominence and so remained until about a year later, when 
new nodules appeared on the face and neck. Since a single treatment with 175 r 
two weeks ago, the lesions have undergone approximately 50 per cent involution. 

Examination reveals seven bluish nodules of the face and neck, varying from 
1.5 to 3 cm. in diameter, all apparently adherent to the superficial structures of 
the skin. The differential blood cell count is normal, but the white blood cells 
are on!y 3,000 per cubic millimeter. His physician, a general practitioner, stated 
that his leukocyte count had been around 3,000 for several years and that the 
differential count had always been normal. 

A biopsy was performed, and sections, microscopically, showed solid masses of 
cells in the corium and hypoderm, mostly lymphocytic in type. 


Lymphoblastoma (Type 2). Presented by Dr. CLARK W. FINNERUD. 


Dr. I. S. S., aged 55, presented an eruption of the scapular regions of about 
eight months’ duration. He stated that at that time there appeared four or five 
nodules in the right scapular area and that recently some had been appearing on 
the left side. He stated that these nodules were tender to pressure but otherwise 
asymptomatic. He also stated that twelve years ago a tumor of the spine was 
removed by laminectomy and that the tumor had been diagnosed as lipoangioma. 
He stated that he had had a series of treatments with roentgen rays over several 
segments of the dorsal part of the spine following the operation. 

Examination reveals five or six split pea-sized to filbert-sized red cutaneous 

and subcutaneous nodules over the region of the left scapula and two or three 
similar lesions over the right scapula. There is a sharply demarcated rectangular 
area of chronic roentgen ray dermatitis, 32 by 5 inches (about 9 by 13 cm.) over 
the middorsal aspect of the spine. 

A biopsy was performed. Microscopic examination of a section revealed that it 
consists chiefly of a dense infiltration of the corium and hypoderm of round cells 
and a few polymorphonuclear cells. There are no eosinophils. In a few small 
areas there is slight necrosis of fibrous tissue. 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. Davin V. 
Omens and (by invitation) Dr. Harotp D. Omens and Dr. N. L. BAKER. 


The patient, a 40 year old white man of Slovak extraction and a machinist by 
trade, complains of a patchy eruption of three months’ duration. In his past history 
there is a vague story of ulcerated stomach, but no other previous illness. On the 
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head, face, neck and trunk on the posterior aspect are variable-sized scaling erythe- 
matous itching patches.. There are enlarged nontender lymph nodes in the axillas, 
groins and epitrochlear areas. The patches on the scalp are similar to the lesions 
on the trunk, and the hair is easily removed. 

The examination of the blood showed 80 per cent hemoglobin, 4,750,000 erythro- 
cytes and 6,200 leukocytes, with 52 per cent polymorphonuclear cells, 38 per cent 
lymphocytes and 10 per cent monocytes. 


Lymphoblastoma. Presented by Dr. Micuart H. Expert and (by invitation) 
Dr. M. S. KacEn. 


L. P., a white man aged 52, noticed a tumor on the scalp eighteen months ago. 
The lesion was yellowish red, was raised about % inch (about 1.27 cm.) and 
gradually increased in size. Similar yellowish red lesions appeared on the scalp, 
extending to the forehead. 

There is infiltration of the entire scalp and also the cheeks. A plum-sized mass 
is present in the supraclavicular area on the left. Generalized enlargement of the 
lymph nodes is present. The spleen is not palpable. Funduscopic examination 
failed to reveal an elevation of the disk. 

The patient has become paranoid during the past few weeks, being unable to 
care for himself. The personality changes may be due to involvement of the frontal 
lobe of the brain. The patient is receiving high voltage roentgen ray therapy 
to the skull. 

The examination of the blood showed 68 per cent hemoglobin, 4,300,000 erythro- 
cytes and 9,600 leukocytes, with 89 per cent polymorphonuclear neutrophils (23 per 
cent band cells), 65 per cent lymphocytes and 5 per cent monocytes. 

Sternal puncture revealed an acceleration of granulopoiesis and a pronounced 
left shift with metamyelocytes predominating. The observations were suggestive, 
but not diagnostic, of chronic myelogenous leukemia. 

A roentgenogram of the chest revealed an increase of the cardiothoracic angle. 
A roentgenogram of the skull failed to reveal any evidence of bony changes or 
space-occupying lesions. 

DISCUSSION OF FOUR PRECEDING PAPERS 

Dr. STEPHEN ROTHMAN: I thought that clinically the first case was one of 
leukemia cutis and that histologically it corresponded with that diagnosis. The 
eruption is characteristic of leukemia cutis, because of the symmetry of the lesions 
on the cheeks, the bluish discoloration, the not too firm consistency and, histo- 
logically, the monoform lymphocytic infiltrate. 

The second case probably belongs in the group of lymphosarcoma. 

In the third case I do not know on what the diagnosis of mycosis fungoides is 
based. I understand that no roentgenogram of the chest is available to exclude 
Hodgkin’s disease. The absence of itching is rather puzzling. I would like to 
ask Dr. Finnerud how much roentgen ray therapy was given to the man with the 
lesions on the back. 

Dr. CLARK W. FInNERUD: He has had no treatment with roentgen rays. He 
has chronic dermatitis of the scapular region. 

Dr. S. W. Becker: I did not have time to study the sectims, but I do not see 
how a diagnosis of mycosis fungoides could be made in the third case. The patient 
has circumscribed erythematous plaques which, he told me, had never itched. 
Something, of course, may develop later. 
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Dr. M.-R. Caro: Both the first and second cases I thought clinically fitted 
in with the picture of leukemia of the skin. Histologically it was impossible for 
me to make a diagnosis. The sections were too thick for accurate interpretation. 
The first case would fit in with an aleukemic phase of leukemia. I think that 
sternal puncture and more studies will have to be made. 

The fourth case was interesting. The patient was seen at the University of 
Illinois and was sent for a complete study to the hematology department. Instead 
he turned up in Cook County Hospital the next day. I examined the sections 
with “the general pathologist, and we agreed that it was impossible to classify the 
histologic picture exactly, but it probably fits in with some type of leukemia. 

Dr. FREDERICK R. Scumipt: I agree with Dr. Caro that the first case could 
be an aleukemic phase of leukemia. I reported the case of a child, 2% years old, in 
whom there was no adenopathy, no changes in the blood and not even mild leuko- 
penia. He had two nodules on the skin, and the diagnosis of leukemia was made 
by Dr. Jaffé from the nodules on the skin. Three months later, changes in the 
blood and lymphadenopathy appeared. 

j Dr. Frnnerup: Both patients whom I presented were first seen only recently. 

My colleagues and I have considered sternal puncture in both, but have not as yet 
performed it. I first saw the second man the day before yesterday. I would like 
to ask some one, I think Dr. Schmidt, who has seen some Spiegler-Fendt type of 
sarcoids, whether in his opinion my first case could fit in histologically with that 
disease. 

Dr. Scumut: I do not believe so. 

Dr. Micuaet H. Esert: I want to apologize to the University of Illinois. 
This man was picked up in the employment office trying to get a job. He was 
evidently disoriented, and he was sent to Cook County Hospital. The clinical 
picture is a rather striking one. There is a heavy infiltrate. The cause of the 
mental symptoms is not yet determined. It undoubtedly has to do with the process, 
probably an infiltrate in the frontal lobe. He has a mass of glands resembling 
Hodgkin’s disease over his left clavicle, but he was not cooperative in the examina- 
tion. My impression from the section is that the condition was lymphosarcoma. 
There is a report, however, from the department of hematology on the sternal 
puncture, which suggests that it is myelogenous leukemia. 


Idiopathic Multiple Hemorrhagic Sarcoma (Kaposi) Treated with Grenz 
Rays. Presented (by invitation) by Dr. Maurice OppENHEIM. 


L. O., a white man aged 43, was presented by me about a year ago. At that 
time he had a diffuse infiltration of the soles and the lateral surfaces of both feet. 
Several toes were involved with papulous infiltration, and there were wartlike 
excrescences on the second and third toes of the left foot. There were areas of 
pigmentation on the lower part of both legs. Histologically, it was Kaposi's 
sarcoma. 

I started the treatment with grenz rays and solution of potassium arsenite on 
Jan. 18, 1945. The soles were treated with 3,300 r, the lateral sides with 2,240 r, 
the dorsal aspect of the left foot with 1,620 r and the left toe and left ankle with 
1,920 r. The distance was 10 to 15 cm., volt tension 165 to 233, milliamperes 10 
to 15, the time one to ten minutes, and the half-value layer 0.015 to 0.025 of 
aluminum. 

The patient shows today only pigmentations and no infiltration. On the toes 
of the left foot there are a few dark red nodules the size of millets. (A schedule 
of the treatment was shown.) 
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DISCUSSION 


Dr. STEPHEN RotHMAN: I would like to ask what is the rationale of grenz ray 
therapy in a disease with considerable extension of the lesions into the dermis and 
subdermis. Almost all of the grenz rays are absorbed in the epidermis and only a 
small fraction in the papillary body. 

Dr. H. M. Butey, Champaign, III. (by invitation): In studying the absorption 
of grenz rays by the human skin removed from fresh amputation specimens, I 
have observed that 20 per cent of the grenz rays administered to the surface had 
penetrated the epidermis and the papillary layer and had reached the uppermost 
capillaries. 

Dr. MAURICE OPPENHEIM (by invitation): I have been treating patients with 
grenz rays for about twenty years. My experience with this treatment has been 
good. I recommend it also in the treatment of such diseases as Kaposi’s sarcoma. 
How the effect can be explained, despite the fact that the grenz rays do not go 
below the papillary layer, I do not know. There is certainly a difference between 
the effect of grenz rays and roentgen rays. 

- Bucky and Lilienfeld, who introduced the vacuum in the x-ray tubes, are of the 
opinion that there is a great difference in the effect of roentgen rays and that of 
grenz rays to the body tissues. The grenz rays within the range of the therapeutic 
doses do not cause serious damage to the skin. I have never seen grenz ray cause 
ulcer, cancer, telangiectasia or atrophy. The only sequela of treatment with 
grenz rays is temporary erythema with hyperpigmentation, which disappears in 
time. The higher the dosage of grenz rays, the longer the intervals between the 
single exposures. One can use 4,000 to 5,000 r on circumscribed cutaneous lesions, 
without any damage, if the intervals and the dose are right. No damage to the 
testicle or ovaries can be done. There are certain cutaneous diseases in which 
roentgen rays have no. effect, while grenz rays have an excellent effect and con- 
stitute the method of choice. These are nevus flammeus (portwine nevus of infants, 
babies and young children), which heals without scarring, Darier’s disease, poikilo- 
derma atrophicans vascularis, acrodermatitis atrophicans, alopecia areata (I had 
several patients with alopecia areata in whom grenz rays were of advantage) and, 
like the presented case, sarcoma of Kaposi. But, in my opinion, the grenz rays 
reach only the superficial lesions of the skin, where the epidermis and the papillary 
layer are involved. Roentgen rays may be used for all the deeper lesions of the 
skin; roentgen and grenz rays are not mutually exclusive, they support each other. 


Dr. M. R. Caro: About sixteen years ago, when I worked*in Dr. Fox’s clinic 
at New York University, Dr. Bucky was working there with the grenz rays. © 
Many patients were turned over to him for treatment. One of his chief talking 
points for the use of grenz rays was that treatment was never followed by atrophy. 
Before I left New York we had seen a number of patients in whom telangiectasis 
and atrophy had developed. I think that it was accepted by that time that appar- 
~*~ some of the rays penetrated more deeply than the epidermis and produced 

mage. 


Eosinophilic Granuloma. Presented (by invitation) by Dr. Hans M. Butey, 
Champaign, IIl. 


C. A. W., a Catholic priest, aged 49, noticed the appearance of a dark red spot 
on his right cheek fifteen years ago (1930). Since then, the lesion has developed 
gradually into a red-brown nodular tumor, about 1 cm. in diameter. Three years 
ago, a second papular lesion occurred near the original tumor, but disappeared 
spontaneously after a year. It returned, however, in the spring of 1945. - 
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The biopsy of the more recent lesion yielded the following observations 
(Dr. Caro): “The epidermis was flattened, and there was intracellular edema 
of the basal layer. Separated from the epidermis by a narrow zone of connective 
tissue was a wide horizontal band of cellular infiltrate. Within this band lay many 
sharply outlined masses of cells that were set close together, and these masses 
were composed largely of eosinophils and lymphocytes. The blood vessels and 
lymphatics were dilated, and there was edema throughout the corium. The Weigert 
stain showed the elastic fibers to be missing from the upper part of the corium and 

.to be present as strands and fragments in the deeper layers. The hair follicles 
and sebaceous glands were intact.” 

The general physical examination revealed no abnormalities. The examination 
of the blood showed 92 per cent hemoglobin, 4,370,000 erythrocytes and 7,850 leuko- 
cytes, with 13 per cent eosinophils, 59 per cent neutrophils, 1 per cent stab forms, 
58 per cent segmented forms, 25 per cent lymphocytes and 3 per cent monocytes. 
Roentgenologically, there was a diverticulitis of the descending colon. The urine 
was normal. Examination revealed the stool to be normal. The Kahn reaction 
was negative. 

The patient has not taken drugs other than those prescribed over limited periods. 
He had “hives” at the age of 14, but experienced no other allergic condition. 


DISCUSSION 


Dr. M. R. Caro: I showed sections of a specimen from this patient to a general 
pathologist, but did not receive much help. I sent sections to Dr. Montgomery, 
and in his opinion it was eosinophilic granuloma. 

Dr. Hans M. Butey (by invitation): My colleagues and I encountered some 
difficulty in the interpretation of this unusual case. The presence of eosinophilia 
in the blood as well as in the cutaneous lesion was suggestive of a leukemic process. 
On the other hand, the exceedingly chronic course of the disease over a period of 
fifteen years made it difficult to group the case even with types of aleukemic 
leukemia. So far, we have been unable to find a cause for the eosinophilia. . 


Rendu-Osler-Weber Disease. Presented by Dr. Samuet J. ZAKON. 


L. T., a white woman aged 45, has had telangiectatic lesions on the tongue as 
long as she can remember. During the last twenty-five years she has suffered 
from frequent nosebleeds. In the last five years similar pinpoint-sized to pinhead- 
sized telangiectatic lesions have appeared on the arms and chest. In addition, exam- 
ination reveals telangiectasis on the buccal mucosa and uvula. 

The patient’s mother and maternal aunt both have a similar disease. There 
is no history of consanguinity in the family. 

The patient also has ichthyosis and dry scaling lichenified patches on the dorsa 
of the feet, hands and elbows, of many years’ duration. On the inner and anterior 
surface of both thighs there is a recent papulosquamous eruption. 


DISCUSSION 


Dr. Crank W. Finnerup: I thought that this case was a good illustration of 
Rendu-Osler-Weber disease. 

Dr. SAmueEL J. ZAKon: I presented this case to illustrate that repeated bleed- 
ings from the nose and throat may be a sign of Rendu-Osler-Weber disease. It is 
recognized only when the lesions are seen on the mucous membrane. Dr. Ebert 
showed a similar case here last year, and I had another case of Rendu-Osler-Weber 
disease about three years ago. 
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Dr. Earte R. Pace: If the epistaxis is important enough to be a problem 
I would recommend treatment with moccasin venom. I have 1 patient with severe 
disease which has been entirely controlled with periodic injections of moccasin 
venom. I have another patient who requires only a small dose once every 
two weeks. 


Roentgen Ray Dermatitis with Epitheliomatous Changes. Presented by 
Dr. JAMES H. and Dr, R. H. Scwu 


A Case for Diagnosis (Erythema Multiforme?). Presented by Dr. R. H. 
ScULL. 


S. B., a Negro man aged 53, presents an eruption which began three weeks 
ago with grouped vesicular bullous lesions under the chin. Three days later 
bullous lesions began to form in the mouth and on the face, scalp, neck, back of 
the hands, sides of the feet and thighs, with relatively few on the trunk. 

On examination there are many annular bullous lesions on the back of the 
hands, feet, legs and thighs on an erythematous base. There are other small bullae 
on an erythematous base intermingled with the others. Many are ruptured and 
are healing with a bloody crust. 

The Wassermann and Kahn reactions on the blood were negative. The urine 
was normal. The examination of the blood showed 16,650 leukocytes, with 83 per 
cent neutrophils, 5 per cent lymphocytes, 6 per cent eosinophils and 6 per cent 
immature cells. The smear from the bullous fluid showed a few polymorphonuclear 
cells only. The culture was negative. 

Treatment has consisted of use of sulfapyridine, calcium gluconate, potassium 
permanganate soaks and an antiseptic ointment. 


DISCUSSION 


Dr. JAMES H. MITCHELL: i saw the patient yesterday, and the change between 
that time and today is remarkable. The eruption has spread so rapidly in twenty- 
four hours that there is no comparison. In my mind the diagnosis is still doubtful, 
but the oral lesions and the cutaneous lesions suggest strongly to me that it is 
erythema multiforme. 

Dr. CLarK W. Finnerup: I noticed that he had a few iris lesions, and these 
together with the whole picture, I thought, made the diagnosis of erythema 
multiforme definite. 


Malignant Melanoma. Presented by Dr. M. H. Eserr and (by invitation) 
Dr. M. KAGEN. 


Three months ago, M. R., a white woman aged 45, noticed a bluish black nodule 
on the lower half of the left leg. Bleeding occurred from this lesion, and the patient 
thought that it was a ruptured varicose vein. She did not consult a physician. 
Eight weeks ago a swelling appeared in the left inguinal region, gradually 
becoming the size of a grapefruit, and recently a purulent discharging sinus 
appeared. 

On the left leg, where the original tumor appeared, a palm-sized skin-colored 
mass is now present. Multiple firmly raised tumors are also present on the left 
leg. Many bluish black pea-sized nodules have appeared on the left leg and in 
the inguinal area since the onset. The right leg and thigh have gradually become 


edematous. 
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The examination of the blood showed 4,300,000 erythrocytes and 13,900 leuko- 
cytes. The urine was normal. 

Histologic examination of a section from the original tumor and from a bluish 
black metastatic lesion showed melanoma. 


DISCUSSION 


Dr. STEPHEN RorHMAN: It is interesting to note how rarely melanuria occurs 
with malignant melanoma of the skin. My colleagues and I have developed a 
method by which we can demonstrate melanogen in the urine long before the urine 
will turn dark on exposure to the air (J. Lab. Clin. Med. 27:687-92, 1942). 

Dr. M. H. Expert: From the patient’s story it was difficult to decide which 
was the primary lesion. I thought that there must be some source of the melanotic 
tumor other than the one she described, but it was impossible to determine that 
from her story. It is extraordinary that with this tremendous lesion on the leg 
and in the groin so far she has had little lymphatic manifestation. The lesion is 
traveling rapidly. 


A Case for Diagnosis (Darier’s Disease?). Presented by Dr. THeopore 
CorNnBLEET and (by invitation) Dr. H. Scrorr. 


A Case for Diagnosis (Erythema Elevatum Diutinum?). Presented by 
Dr. Davin V. Omens and (by invitation) Dr. Harotp D. Omens. 


N. S. is a 3% year old Negro girl, on whose face an erythematous papule 
developed in November 1945. New papules appeared on the face and forearms, 
gradually advancing peripherally with clearing in the center. Almost the entire 


face is now covered with erythematous annular lesions. 

The patient is febrile (temperature 99 to 101 F.), but physical examination 
has failed to reveal an underlying systemic disease. A carefully recorded history 
failed to reveal the intake of drugs which may have caused the erythema. 


The examination of the blood showed 4,700,000 erythrocytes, 90 per cent hemo- 
globin and 8,800 leukocytes, with 62 per cent polymorphonuclear neutrophils, 8 per 
cent eosinophils, 22 per cent lymphocytes and 8 per cent monocytes. The Kahn 
reaction was negative, and the roentgenogram of the chest revealed no abnormalities. 

Biopsy revealed hyperkeratosis with absence of the granular layer, acanthosis 
with edema of the prickle cell layer, a dense cellular infiltrate of the papillary and 
subpapillary layer of the corium composed of round cells and leukocytes and edema 
of the connective tissue with dilatation of the lymph vessels. 


DISCUSSION 


Dr. S. W Becker: I believe that the lesions are too inflammatory for granu- 
loma annulare. The disease could be erythema annulare centrifugum, because the 
central scaling is characteristic. It could also be annular toxic erythema. My 
conception of erythema elevatum diutinum is that the lesions persist for long 
periods without peripheral extension such as this child has shown. Under the 
microscope a diffuse infiltrate was seen between the collagen fibers, not simply 
perivascular, which contained a great many polymorphonuclear leukocytes, tlic 
type seen in erythema elevatum diutinum. I think that it is a toxic eruption of 
some sort, possibly due to a focus of infection. In an adult with this type of erup- 
tion internal carcinoma could be causative and, even in a child, neoplasm might 


be causative. 
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A Case for Diagnosis (Generalized Progressive Scleroderma or Dermato- 
myositis?). Presented by Dr. THroporE CorNnBLEET and (by invitation) 
Dr. M. S. Kacen and Dr. Davin CoHEN. 


Dermatomyositis. Presented by Dr. James H. MitcHett and (by invitation) 
Dr. W. R. DAMMERS. 


Mrs. M. S., a white woman aged 45, enjoyed good health until August 1945, 
when she noted a rash on the dorsum of each hand. She went to a local physician, 
who prescribed “injections in the arm” which “made her steam all over.” She 
received four such treatments, along with which she took some capsules twice a 
day. She received no benefit from this treatment. Her condition became worse 
in that edema and erythema of the eyelids, face and neck began to develop. Gen- 
eralized weakness appeared, and the patient was in bed for two weeks i in November. 
She entered the Presbyterian Hospital November 20. 
Her past history is essentially noncontributory. 
On admission fiery red swollen areas were observed about the face, neck and 

upper part of the chest. This was a blotchy type of erythema superimposed on the 
edema. The hands and feet were affected to a lesser extent. Her temperature 
was 101 F. and her pulse rate 116. A provisional diagnosis of erythema toxicum 
was made, and the patient was treated with calcium intravenously and orally plus 
calamine lotion externally. 

The urine showed albumin (1 plus) and 30 to 40 white blood cells per high 
power field, with a few casts. The examination of the blood showed 13.5 Gm. of 
hemoglobin, 4,280,000 erythrocytes and 8,800 leukocytes, with a normal differential 
distribution (2 per cent eosinophils repeated). 

When after three or four days of hospital care the patient showed no signs 
of improvement and began to complain of dull aching swelling muscles, especially 
in the arms, the calcium therapy was discontinued and treatment with salicylates 
started. A biopsy of muscle was done at this time. 

The chemical content of the blood was normal. The Kahn reaction was 
negative. 

The patient had become increasingly weak, and at this time (November 26) ° 
it was necessary to feed her and care for all her needs. It was at this time, too, that 
she had an attack of respiratory difficulty. This is caused partially by relaxation 
and edema of pharyngeal muscles plus anxiety. Her temperature ranged between 
101 and 98.6 F. The pulse rate was always over 110. She was given penicillin, 
20,000 units every three hours, from November 30 to December 5, without effect. 

The patient has become more completely helpless and is now unable even to 
push the bell cord. She has had increasing difficulty with respiration, because of 
weakness and edema of the pharyngeal muscles plus the fact that much mucus 
collects in her throat. She experiences extreme distress in her forearms and hands, 
which are warm and tender and have a “woodlike” edema. She is receiving 100 
mg. of merperidine hydrochloride (“demerol hydrochloride”) hypodermically every 
three hours. 

DISCUSSION 

Dr. M R. Caro: I was glad to see the section, because the muscle shows a 
typical picture of dermatomyositis with parenchymatous degeneration of the muscle 
fibers and a cellular infiltrate between them. 

Dr. Paut A. O'Leary: The histologic picture of the muscle is compatible 
with the diagnosis of dermatomyositis in that it shows a great amount of destruc- 
tion of muscle. It is not possible that the histologic observations are characteristic 
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of dermatomyositis, because the muscle changes in this disease vary from an acute 
inflammatory reaction to loss of muscle tissue. Many patients with scleroderma 
also show muscle involvement, but the histologic picture in dermatomyositis is one 
of inflammation and subsequent destruction of muscle fibers, while in scleroderma 
it is the atrophy of disuse rather than destruction. The rapid course and the exten- 
sive involvement of the musculature suggest that this patient has a fulminating 
type of the disease with an unfavorable prognosis. I have seen several patients 
lately with advanced and long-standing types of dermatomyositis in whom Cush- 
ing’s sydrome developed with hypertrichosis, hypertrophy of the genitalia, flushed 
plethoric dusky skin, enlarged abdomen and linea atrophica. As both syndromes 
are rare, it is unusual to see them together. 


Dermatitis Exfoliativa Ritter. ‘Presented by Dr. James H. MITCHELL and 
‘(by invitation) Dr. H. N. Sanrorp and Dr. W. R. DAMmMers. 


R. A. S., a male infant aged 21 days, was born in Presbyterian Hospital on 
November 27 and discharged on December 5, in good health except for a mild rash 
in the right groin. For several days, while the child was at home, this area grew © 
in size and the redness became angrier in appearance. On December 8 scaling of 
the hands began and the rash became generalized except for the scalp area. The 
infant has been breast fed. The mother has no allergic history, takes only ferric 
sulfate by mouth and is in apparent good health. The mother has used Johnson’s 
and Mennen’s baby oil. 


The eruption has improved with penicillin transfusions. At present he is being 
fed lactic acid and breast milk formula. 

There was no anemia present on admission. The leukocyte count was 19,900. 
The Kahn reaction was negative. No hemolytic streptococci were observed in 
the throat culture. The culture of the skin showed aye streptococci 3 
plus, Bacillus coli 3 plus and Staphylococcus albus 2 plus. 


DISCUSSION 


Dr. Maurice OPPENHEIM (by invitation): This is a picture of dermatitis 
' exfoliativa of Leiner. I saw with Leiner several patients with this disease. It 
is interesting to see that the intensity of the eruption decreases from the head to 
the legs, as in acute suborrheic dermatitis. This was my opinion about these cases. 
Leiner considered these cases as a special disease of early childhood and the new- 
born. They often end fatally. It does not make any difference whether the infants 
are breast or artificially fed. Ritter’s disease is considered as impetigo contagiosa. 

Dr. STEPHEN ROTHMAN: I asked the intern whether originally there were any 
bullae present, but there was no history of blisters. I still believe that it is Rit- 
ter’s exfoliative dermatitis, because Leiner’s erythroderma desquamativum starts 
not earlier than at the end of the first month of life and has distinct seborrheic 
character, which is not present in this case. The diagnosis will be decided by the 
effect of penicillin therapy. Ritter’s disease is a staphylococcic infection of the 
skin, starting with bullous impetigo and developing into exfoliative dermatitis. 
Thus, it should respond to treatment with penicillin. The cause of Leiner’s disease 
is undetermined, but it is improbable that it is a bacterial infection. 

Dr. W. R. Dammers (by invitation): The baby did not receive penicillin until 
the next morning. It is making considerable improvement, but improvement was 
noted before the penicillin was given. 

Dr. James H. MitcHeti: The disease began with exfoliative dermatitis. My 
impression is that this is Ritter’s disease (dermatitis exfoliativa). 
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Kaposi’s Sarcoma with Involvement of the Gastrointestinal Tract. Pre- 
sented by Dr. SAMUEL J. ZAKON. 


Histologic sections from the small bowel are shown,of a case of Kaposi’s sar- 
coma. These sections show essentially the same changes as those seen in the skin. 
Various segments of the intestinal wall were involved. In some places only the 
mucosa, in others predominantly the submucosa, in others the muscularis and in 
others all three layers were involved. The vascular component is more pronounced 
in some areas than in others, and in some the opposite is seen. Sections taken 
from the swelling of the serosa showed decided edema, which impresses one as 
being due to the interference with lymphatic drainage, apparently presenting a 
picture of lymphedema. In some areas the entire circumference of the bowel was 
involved 

DISCUSSION 

Dr. SAMUEL J. ZAKON: I presented this patient last May. He came to autopsy 
in August. He died of bronchopneumonia. At autopsy the entire gastrointestinal 
tract except the colon was studded with Kaposi’s lesions. The remarkable thing 
is that in spite of the fact that almost the entire lumen was occluded, the patient 
never had gastrointestinal symptoms. 


Frederick R. Schmidt, M.D., President 
Marcus R. Caro, M.D., Secretary 
Jan. 16, 1946 


A Case for Diagnosis (Granuloma Pyogenicum? Melanoma?). Presented 
by Dr. Epwarp A. Otiver and (by invitation) Dr. Samuet M. BLUEFARB. 


M. J., a woman aged 58, was seen for the first time yesterday (Jan. 15, 1946) 
at the Dermatology Clinic of Northwestern University. She stated that she had 
had a pigmented mole under the right eye for as long as she could remember. 
This mole was flat, pigmented and about the size of a pea. In the past ten years 
it had gradually increased in size, until about three months ago it had grown to 
the size of a quarter, and during the past three months it has continued to increase 
in size. This, the patient expresses the belief, followed sunburn. 

The lesion at present is verrucous and pedunculated and bled for the first t time 
yesterday. The upper portion of the lesion consists of a pigmented mole. 


DISCUSSION 

Dr. Ortver S. Ormssy: On account of the rapid growth and hemorrhagic 
character of the lesion and the absence of any reaction in the rest of the melanoma 
I should consider a diagnosis of granuloma pyogenicum. 

Dr. Rusen NoMLanp, Iowa City: I believe that this is malignant melanoma. 
I have seen 2 patients in whom malignant melanoma looked like granuloma 
pyogenicum. 

Dr. Epwarp A. Otiver: Dr. Bluefarb and I saw this patient for the first 
time yesterday. That is the reason that we have not performed a biopsy as yet. 
We intend to excise the entire lesion, because, while it bears a striking resem- 
blance to granuloma pyogenicum, its rather rapid development from a dark brown 
mole and little, if any, bleeding make me feel that this is a rather malignant 
melanoma. 
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Acrodermatitis Chronica Atrophicans. Presented by Dr. Epwarp A. OLiver 
and (by invitation) Dr. Samuet M. BLUEFARB. 


A Case for Diagnosis (Porokeratosis [Mibelli]? Granuloma Annulare?). 
Presented by Dr. S. W. BECKER. 


Sarcoidosis. Presented by Dr. Epwarp A. OLiver and (by invitation) Dr. 
SAMUEL M. BLUEFARB. 


D. T., a Negro woman aged 32, was first seen at the Dermatology Depart- 
ment of Northwestern University Medical School on March 1, 1943. At that 
time she had granulomatous nodules and plaques on the face, chest and buttocks. 
The past history revealed the usual childhood diseases and a syphilitic infection 
acquired in 1934, for which she received treatment in the Syphilis Clinic. Her 
mother died at the age of 45, following surgical operation for carcinoma. 
Her father is living and has diabetes. 

The physical examination reveals a moderately well nourished Negro woman. 
On the eyelids and the scalp there are small papular lesions similar to the larger 
nodular lesions on her chest and buttocks. The tonsils are enlarged, and there 
are enlarged bilateral cervical lymph nodes, which are not tender. The cardiac 
tones and breath sounds are normal. The blood pressure is 110 systolic and 75 
diastolic. There are several palpable lymph nodes in the axillary and inguinal 
regions. The right knee joint is swollen and filled with fluid. 

The roentgenologic examination of the chest showed increased hilar markings. 
The roentgenologic examination of the hands and knees showed them to be normal. 

The urine was normal. The Kahn reactions of the blood and spinal fluid 

“were negative. The blood cell count revealed a hemoglobin content of 10.9 Gm., 
i erythrocytes 3,450,000 and leukocytes 4,600; the sedimentation rate was 9 mm. 
| (Westergren). The basal metabolic rate was + 1.5 per cent. (A biopsy of one of 
the nodular lesions was presented.) 
DISCUSSION 


Dr. Rupen Nomianp: This case is typical of widespread sarcoid seen in 
Negroes. Microscopically and clinically the lesions appearing on the eyelids and 
on the lips are classic for the disease. I should like to see a serum protein 
determination to see whether there is any deviation from normal, particularly an 
increase in the serum globulin. According to the recent literature there is an 
increase in the globulin and a decrease in the albumin in the serum, with alteration 
of the albumin-globulin ratio. 

Dr. Otro Foerster, Milwaukee: As dermatologists, our special interest in the 
study of the cutaneous features of sarcoid, which provided the original knowledge 
concerning this disease, may sometimes lead us to overlook the frequency and 
importance of involvement of other organic systems. The osseous lesions first 
described by Jiingling and the pulmonary and lymph gland changes of Schaumann 
are now well known, but less familiar are the uveoparotid fever of Heerfordt, 
the iridocyclitis and the changes observed at times in the liver, spleen, bone 
marrow, musculature and other structures. It is important, particularly in teaching, 
to bring out this broader view of the disease in order to present the actual picture. 
The patient shown today illustrates the not infrequent pulmonary and lymph 
gland involvement which only a relatively few years ago would most likely have 
been overlooked as part of the sarcoid process. 


Incomplete Alopecia in a Woman. Presented by Dr. E. M. SmirH Jr. 
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A Case for Diagnosis. Presented by Dr. THEoporE CorNBLEET and (by invi- 
tation) Dr. D. Conen and Dr. N. Baker. 


A. S., a white woman aged 40, has had a disorder of the skin for twenty 
years. This developed first on the arms and then spread to other parts. Last 
November (1945) she suffered a “stroke,” which produced ener blindness 
and impaired her speech. 

The dermatologic examination reveals purplish and bluish lines and areas 
which can be blanched by pressure. The cutaneous changes have a reticulated 
arrangement. 

The urine, blood cell counts and differential counts were all normal. The 
Kahn reaction of the blood was negative. The roentgenologic examination of 
the chest revealed no abnormalities. The first basal metabolic rate was — 35 per 
cent and the second was — 30 per cent. 


DISCUSSION 


Dr. Micuaet H. Expert: I think that there were many things here suggestive 
of livedo reticularis, for instance the location on the extremities, on the scapula 
and over the buttocks. I have seen this same thing in other cases of livedo 
reticularis. The color of the lesions is also suggestive. The whole disease might 
be on the basis of vasospasm of the deep arterioles, but in such a case one would 
not expect to have it so persistent in the same area over such a long period of 
time. However, the history points out that this patient had transient hemiplegia, 
and this might have been on the basis of vasospasm and not a real stroke. 

Dr. THeoporeE CoRNBLEET: My colleagues and Y could come to nothing con- 
clusive in the study of this patient. Histologically there was an infiltrate around 
the blood vessels. We took steps to rule out some of the diseases that Dr. Stokes 
discussed as being in the background of such cases, namely, syphilis and tuber- 
culosis. Thus far, however, we have not shown either to be present. 


Lichen Striatus. Presented by Dr. Epwarp A. OLIver. 


W. F., a child aged 4, has a typical eruption of lichen striatus, extending from 
the right shoulder to the wrist. The eruption appeared suddenly early in December 
1945. There are no subjective symptoms. 


A Case for Diagnosis (Lichen Obtusus? Prurigo Nodularis?). Presented 
by Dr. STEPHEN RoTHMAN. 


R. K., a white man aged 25, was first seen in the University of Chicago 
Clinics on Oct. 22, 1940, with the complaint of an itching papular eruption of 
twelve years’ duration and involving the medial aspect of each ankle. The erup- 
tion consisted of hard round semiglobular elevated finely scaling bean-sized 
papules, partly confluent and in many places in linear arrangement. Some of the 
papules were excoriated. The clinical impression was prurigo nodularis or lichen 
obtusus. A biopsy was interpreted as prurigo nodularis. The patient was com- 
pletely cured after three months of treatment with fractional roentgen rays and 
crude coal tar ointments. He remained completely cured for three years. Two 
months after he was shipped to the South Pacific theater of war, in 1943, he: had 
a relapse. There he was seen by several dermatologists, and lichen planus was the 
diagnosis given by most of them. When reinstated in December 1945, the patient 
presented the same picture as in 1940. He is again being treated with roentgen 
radiation and crude coal tar ointments. 
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The histologic sections of 1940 and 1945 both showed pronounced hyper- 
keratosis, equally thickened granular layer, acanthosis, elongation and broadening 
of the interpapillary pegs, dilatation of the blood vessels and a cellular infiltrate, 
mainly perivascular, in the papillary and subpapillary layers. The infiltrate con- 
sisted mainly of lymphocytes and did not display the band shape and density of 
the infiltrate of lichen planus. 


Papular eruption of the ankle. 


DISCUSSION 


Dr. Francis W. Lyncu, St. Paul: I thought that the case could have been 
of verrucous lichen planus, though in the cutis there was a change which sug- 
gested the presence of amyloid. 

Dr. Ottver S. Ormssy: I also thought of the advisability of testing for 
amyloid, as Dr. Lynch has suggested. The nodular condition spoken of, which is 
an itchy one, was described by Schamberg. I have seen many; I have not seen a 
lesion that did not itch, and I have never seen such a lesion clear up or improve. 
The lesions in the patient presented today cleared up. I thought that the eruption 
had the clinical appearance of hypertrophic lichen planus, and I think that that is 
the best diagnosis of the disease in this case. 
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Dr. S. W. Becker: The name under which this disease was presented has 
always been a little confusing. I thought that the lesions could probably be diag- 
nosed as hyperkeratotic neurodermatitis. : 

Dr. STEPHEN RotHMAN: I appreciate the discussion and shall follow the 
suggestion to search for amyloid, although the fact that the lesion once completely 
cleared up is rather against it. 


Primary Lesion of Pemphigus Vulgaris(?). Presented by Dr. S. J. ZAKon. 


A Case for Diagnosis (Keratosis Punctata?). Presented by Dr. S. W. 
Becker and (by invitation) Dr. N. C. BARWAssER. 


Melanosis. Presented by Dr. S. Ormssy. 


Contact Dermatitis Due to “Elastiglass” Suspenders. Presented by Dr. 
Epwarp A. OLIveR and (by invitation) Dr. Samuet M. BLUEFARB. 


A Case for ‘Diagnosis (Cardlike Scleroderma? Lichen Sclerosus et Atro- 
phicus?). Presented by Dr. STEPHEN ROTHMAN. 


E. D. K., a white married woman aged 46, noticed a pruritic white spot at the 
midline of the back at the site of irritation by her brassiere buckle one year ago. 
This spot became progressively larger, and six months later similar spots appeared 
over the chest and back. 

The lesions are located in the upper middle part of the back, on the left 
shoulder, over both clavicular bones, over the xiphoid process and on the right 
side of the abdomen. In most lesions the skin is parchment-like and shows a shiny F 
alabaster white or silvery surface. The lesions are composed of rhomboidal papules 

_ with deepened folds between them. The follicular pores are dilated and contain 
keratotic plugs. The lesions over the clavicle are violaceous and show loose 
atrophy; their surfaces are smooth. One lesion in the middle part of the back is 
excessively hyperkeratotic with lamellous scales. The distribution is conspicuously 
symmetric, with predilection for the midline. 

The laboratory examinations showed normal urine, normal blood cell counts, 
and negative serologic reaction of the blood. The roentgenologic examination of 
the chest revealed increased thoracic markings in both pulmonary fields and 
pleuritic residuals on the right side. 

The histologic examination of one of the lesions revealed hyperkeratosis with 
follicular plugging and extreme atrophy of the prickle cell layer, with the dis- 
appearance of the rete pegs and papillae, sclerosis of the connective tissue with 
disappearance of the elastic fibers of the subpapillary layer and a perivascular 
infiltrate of round cells in one spot of the middle part of the corium, beneath the 
sclerotic connective tissue. (Sections with roufine stain and elastic tissue stain 
were presented.) 


DISCUSSION 


Dr. MicuaEet H. Expert: I believe that this is a case of lichen sclerosus et 
atrophicus. In some of the lesions there were keratotic-like plugs associated with 
that disease. From the general appearance I did not beheve that it looked like 
cardlike scleroderma. i 

Dr. Hamitton Montcomery, Rochester, Minn.: I believe that this case is 
typical of lichen sclerosus et atrophicus, both clinically and histologically. The 
terms “cardlike scleroderma” and “white spot disease” should be abandoned, as a 
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review of the older literature will reveal that these terms have been used for both 
morphea and lichen sclerosus et atrophicus. 

Dr. StePpHEN RotHMAN: I gladly accept the diagnosis of lichen sclerosus et 
atrophicus. I gave cardlike scleroderma as an alternative diagnosis after I read 
in Dr. Nomland’s paper that follicular plugs and hyperkeratosis occur also in 
cardlike scleroderma. 


A Case for Diagnosis (Scirrhous Carcinoma of the Face? Maxillary 
Sinus Origin?). Presented by Dr. StepHen RoTHMAN and (by invitation) 
Dr. Z. FELSHER. 


Carcinoma Erysipelatodes. Presented by Dr. H. ScuLt. 


Toxic Dermatitis. Presented by Dr. James H. Mitcuett and Dr. Ratpx 
ScCULL. 


C. L., a married white woman aged 47, has an eruption which appeared sud- 
denly a week ago. She had been taking “cystex” (a patent medicine of varying 
composition) and “prothricin” (an isotonic buffered solution containing tyrothricin 
0.02 per cent and “propadrine hydrochloride” 1.5 per cent) nose drops for a cold. 
On dermatologic examination the arms, back of the neck, legs and thighs show 
a number of erythematous papular lesions from pea size to dime size and tender 
to the touch. On the arms there are annular vesicular lesions of various sizes. 
The Kahn reaction of the blood was negative. 


DISCUSSION 


Dr. ApotpH ROSTENBERG Jr. (by invitation): The history and the appearance 

indicate two distinct types of lesions. On the legs there is a multiform erythema- 

tous-like eruption, and on the arms are vesicular lesions which might be derma- 

titis venenata or eczema. The patient stated that the lesions on the arms appeared 

first and looked as they now look. I think that she presents two different kinds 

of sensitization. In the legs the deeper vessels are sensitized, which would give 

an erythema nodosum-like picture, while in the arms there is a sensitization of 

the epidermal structures. It should also be noted that she is taking two kinds 
of medicine. It may be that each is responsible for a different sensitization. 

Dr. ArtHur C. Curtis, Ann Arbor, Mich. (by invitation): Many reactions 
from the use of penicillin have been seen, but this is the first I have seen which 
may be due to “prothricin.” 

Dr. Francis W. Lynco: Maybe a drug is being falsely blamed for a toxic 
eruption. I believe that the patient has a toxic eruption, but may it not be ery- 
thema multiforme? It could be regarded as an example of severe erythema multi- 
forme, and the drug might have been taken for relief of the prodromal and 
systemic manifestations. ° 

Dr. Epwarp A. OLIver: I want to come to the defense of tyrothricin. My 
associates and I have used it a great deal at the Veterans Hospital, for pustular 
eruptions, and we have had excellent results with it in a wet dressing. 


Pseudoxanthoma Elasticum. Presented by Dr. THEopore CorNBLEET and Dr. 

Marcus R. Caro. : 

The patient, a Negro woman aged 31, was first seen in the Department of 
Dermatology of the University of Illinois on Oct. 17, 1945. The presenting 
complaint was an eruption in the cervical region, of lifelong duration. The skin 
of the neck was somewhat yellowish, reticulated, thickened and thrown up into 


transverse folds. 
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The histologic examination of a specimen from the neck showed the epidermis, 
hair follicles and sebaceous glands to be normal. There was a wide band of normal 
corium lying just beneath the epidermis, while all of the pathologic changes lay 
in a wide sharply outlined horizontal band in the middle part of the corium. These 
consisted of granular degeneration, fragmentation and curling limited to the elastic 
fibers. 

DISCUSSION 

Dr. HAMILTON MontTGOMERY: This was a case of rather severe but typical 
pseudoxanthoma elasticum, both clinically and histologically. As Dr. Finnerud has 
shown, there is deposition of calcium in the fragmented elastic fibers, which accounts 
for the bluish staining of these fibers. The collagen is not affected. Pseudoxan- 
thoma elasticum is to be distinguished from so-called senile elastosis, seen especially 
in the neck of persons exposed to the elements. In the latter disease, histologically, 
there is merging of collagen and elastic tissue. 

Dr. Cart Laymon, Minneapolis: No one sees many of these cases. It should 
be mentioned that pseudoxanthoma elasticum is a disease which in all probability 
involves not only the elastic tissue of the skin but that of the entire body. The 
presence of angioid streaks in many of the patients and the occasional] reports of 
involvement of the heart and great vessels support this view. 


Dr. Orro H. Foerster: Eleven years ago I presented a patient with unusually 
extensive pseudoxanthoma elasticum, involving the neck and also the trunk on the 
anterior and lateral aspects, almost down to the hips, associated with angioid 
streaks. Since then there has been no change in his cutaneous disease, and the 
visual loss is entirely central with retention of a fair amount of peripheral vision. 

Dr. HerperT RATTNER: An unusual feature of this case was the thickness of 
the lesions. At first glance one would not think of pseudoxanthoma elasticum 
because of this thickness. One could explain it in this case, I presume, on the 
fibroplastic diathesis of the Negro skin. 


Dr. THEopore CornsLeet: Dr. Caro and I have not had a chance to have the 
patient studied ophthalmologically. I think that part of the thickening of the skin 
in this case may be an illusion due to the thyroid adenoma just below. This makes 
the skin bulge, giving the appearance of excessive thickening. 

Dr. Marcus R. Caro: We saw this patient only once before the biopsy was 
performed. Many diseases were considered in the differential diagnosis clinically, 
one being pseudoxanthoma elasticum. As soon as sections were examined, how- 
ever, that diagnosis was established. We have been unable to get the patient to 
have an ophthalmologic examination since then. 


Pityriasis Lichenoides et Varioliformis Acuta. Presented by Dr. THEODORE 
CorNBLEET and (by invitation) Dr. Henry ScHorr. 


R. K., a married white woman aged 26, has had an eruption for four months. 
This consists of lichenoid papules and a few vesicles on the neck, arms and trunk. 
There has been little itching. 

‘DISCUSSION 
Dr. Uno J. Witz, Ann Arbor, Mich.: I think that this is a typical example 
of the diffuse form of pityriasis lichenoides, but I did not see any varioliform lesions. 
Dr. Francis E. SENEAR: I would be inclined to regard this as an early case 
of pityriasis lichenoides chronica rather than the varioliform type. I asked the 
patient whether she had scratched some of these lesions, because some of the 
papules had a more acute appearance than others. I think that the characteristic 
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thin white scale, which is not apparent on many of the lesions until after they have 
been scratched, is to be seen in the Juliusberg type. 

Dr. Epwarp A. OLiver: I am of the same opinion as Dr. Senear. I believe 
that this is a case of guttate parapsoriasis of the Juliusberg type. Some cases 
of pityriasis lichenoides et varioliformis have resembled parapsoriasis of the guttate 
type, but generally the picture in the acute type is fairly typical. The eruption 
is a papular one, with a tendency to crusting, necrosis and hemorrhage. Pigmenta- 
tion and scarring are frequently seen, and the eruption often bears a striking 
resemblance to syphilis and varicella. The symptoms here point more to a diagnosis 
of guttate parapsoriasis. 

Dr. THEODORE CoRNBLEET: This patient had the kind of whitish scales peculiar 
to the Juliusberg variety of parapsoriasis, to which Dr. Senear alluded. The 
reason that Dr. Schorr and I thought of Haberman’s disease is that vesicles have 
been present. Pitting is not obvious, but some indistinct examples of it are present. 


Tertiary Syphilis?. Presented by Dr. Francis SENEAR and (by invitation) Dr. 
MatTTHEW BRUNNER. 


A white man, aged 52 and a patient in the Illinois Research and Educational 
Hospital, has had an eruption on the chest, right ear and cheek for four years. 
There is no history of syphilis, and the serologic reactions of the blood and spinal 
fluid were negative. 

The dermatologic examination reveals a large area of atrophic whitish scar 
in the sternal region. Surrounding this there are numerous rounded granulating 
ulcers, in places coalescent to form large ulcers with circinate outlines. There is 
a similar, but more superficial, process on the right ear and cheek. 

Two weeks of treatment with mercury with chalk and 2,400,000 units of penicil- 
lin produced little change in the appearance of the lesions. 

The roentgenologic examination of the chest revealed no abnormalities, and the 
reaction in the tuberculin test was 2 plus in 1 to 100,000 dilution. 

The histologic examination of a specimen from the front of the chest showed 
acanthosis and edema of the epidermis. Throughout the corium there were many 
tubercles composed of giant cells, epithelioid cells and many lymphocytes, some 
showing central necrosis. To one side there was loss of epidermis, and the corium 
there consisted of vascular granulation tissue. 


DISCUSSION 


Dr. Upo J. Wire: I do not believe that a negative serologic response should 
make one hesitate in diagnosing a syphilid. It is in cases of this kind that there 
is sometimes no evidence of a serologic response. The failure of the disease to 
respond to penicillin, even after a short time, is rather odd, because in my experi- 
ence a severe late syphilid tends to respond to such treatment rapidly when other 
drugs have either failed or response has been slow. I think that clinically this case 
is like a severe syphilid, but it also suggests other diseases. 

Dr. Henry E. Micuetson, Minneapolis: I thought of syphilis, an ulcerated 
form of serpiginous pyoderma and tuberculosis. Against the diagnosis of syphilis 
is the negative serologic reaction and the lack of response to penicillin. The micro- 
scopic section could be diagnosed as tuberculosis, but it looked more like a foreign 
body type of reaction to me. I was unable to make a definite diagnosis. 

Dr. Maurice OpPENHEIM (by invitation): I believe that the presented case 
is one of syphilis maligna ulcerosa. I do not agree with Dr. Michelson’s suggestion. 
There are all the symptoms of a gummatous ulceration. The ulcers surround a 
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central scar, the margins are steep and undermined. The base of the ulcer is 
irregularly granulated and shows a bacon-like deposit. The negative serologic 
reaction does not speak against this diagnosis. In cases of syphilis maligna precox 
et ulcerosa negative serologic reactions were usually observed. The specific treat- 
ment with neoarsphenamine and bismuth and mercury compounds has no effect; 
on the contrary, it aggravates the disease. In such cases I have applied Zittmann’s 
decoction (compound decoction of sarsaparilla). After four weeks of treatment with 
this substance the ulcerations showed improvement, the serologic response became 
positive and then specific antisyphilitic treatment was successful. I have had no 
experience with the use of penicillin in cases of syphilis maligna. 

Dr. JAMES WEBSTER: I also thought that this was a case of syphilis, principally 
because of a similar case seen in an elderly Filipino in Manila. The lesions were 
almost identical with this and had the same foul odor, but the patient did have 
a positive Kahn reaction. The usual course of 2,400,000 units of penicillin was 
given without apparent clinical benefit. About three weeks later I decided to repeat 
the course. Five days after the beginning of the second course there was evidence 
of healing, which proceeded rapidly to complete epithelization and disappearance 
of the lesions, and a downward trend of the titer was observed. I do not know 
whether healing would have occurred without the second course, but I feel that 
there is still much to be learned in regard to the optimum dose and schedule in 
various forms of syphilis. 

Dr. M. J. Reuter, Milwaukee: Dr. Michelson mentioned pyoderma. I wonder 
whether he meant pyoderma gangrenosum. Usually that disease is associated with 
a debilitating systemic disease, such as chronic ulcerative colitis. If the disease 
in the patient shown does not respond to antisyphilitic remedies, it might be worth 
while to try local treatment with zinc peroxide paste. 

Dr. Hamitton MontcoMErRy: I did not believe that there was enough acute 
inflammatory reaction in the sections to warrant a diagnosis of pyoderma gan- 
grenosum. In this disease one usually also sees collections of cocci. There were 
collections of epithelioid cells and giant cells, but without the definite pattern of a 
tubercle. I did not believe that this was a picture of tuberculosis. It is not unusual 
to see tuberculoid syphiloderms, although usually this phenomenon occurs in the 
relatively benign or anergic forms of syphilis. I would favor a diagnosis ef syphilis 
in this case. 

Dr. Wie: I have not seen many cases of pyoderma gangrenosum. Is there 
any tendency toward spontaneous healing? One thing that struck me as significant 
is that there is peripheral extension of these lesions with annular configuration and 
healing in the center, which makes me think that the diagnosis of syphilid is correct. 


Dr. Francis E. SENEAR: This patient’s general condition is not good, and were 
it not for that I think that fever therapy might be indicated, because good results 
have been obtained in these cases of malignant disease when fever therapy has 
been used. 

I wonder whether Dr. Michelson has pyoderma gangrenosum in mind or 
Meleny’s type of ulceration. My colleagues and I saw one example of that type 
in the hospital. The lesions were more extensive than they were in this case, and 
they showed a different picture, as though the tissue had rapidly become necrotic 
at the periphery and was then thrown off. Also, there was no tendency to central 
healing in the lesions. The course was much more rapid than it has been in this 
particular case. 

I still think that this is tertiary syphilis and that with some supportive treatment 
favorable results will be obtained. He has had no arsenical drugs as yet. 
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Dr. Marcus R. Caro: I examined the sections with the general pathologist, 
and we both thought that the histologic picture was consistent with the diagnosis 
of tuberculosis but not with syphilis as it is generally seen. 


Erythema Multiforme. Presented by Dr. Micnaet H. Epert and (by invita- 
tion) Dr. M. S. Kacen. 


A Case for Diagnosis. Chancroid in an Infant. Presented by Dr. Herserr 
Ratrner and (by invitation) Dr. H. Roprn. 


Generalized Progressive Scleroderma. Presented by Dr. THEOpoRE Corn- 
BLEET and (by invitation) Dr. H. Schorr and Dr. M. S. Kacen. 


J. S., a white man aged 64, experienced swelling of the feet six months ago. 
One month later the skin on the hands began to swell and became adherent to the 
underlying structures. . 

At the present time only the abdomen, genitalia and back are free of involve- 
ment. The involved areas are yellowish red, and edema of the skin is present. 
There is evidence of both hyperpigmentation and depigmentation of the skin on the 
extremities. The skin on the ankles and legs shows pitting on pressure. 

The urine was normal. The examination of the blood revealed a hemoglobin 
content of 66 per cent, erythrocytes 4,260,000 and leukocytes 20,200, with a 
differential count of polymorphonuclear leukocytes 84 per cent, eosinophils 1 per 
cent, basophils 3 per cent, lymphocytes 5 per cent and monocytes 7 per cent. The 
roentgenologic examination of the extremities revealed no abnormalities, and the 
serologic reaction of the blood was negative. The studies of the chemical content 
of the blood showed nonprotein nitrogen 41 mg., creatinine 1.4 mg., total protein 
5.3 Gm., calcium 7.4 mg., phosphorus 3.1 mg. and total cholesterol 188 mg. per 
hundred cubic centimeters of blood. (Biopsy specimens from the deltoid muscle 
and the skin of the shoulder were presented.) : 


Generalized Progressive Scleroderma. Presented by Dr. Micuaet H. Esert 
and (by invitation) _Dr. M. S. KaceEn. 


M. St‘, a white man aged 37, experienced a temperature of 101 F. associated 
with a sore throat six months ago. This lasted for three days and then subsided. 
Two weeks later swelling of the hands and feet occurred, which gradually 
increased. The disease has occasionally decreased in severity temporarily, only 
to recur within a few weeks. The fingers have become sensitive to the cold, but 
no changes in temperature of the skin were noted during the warm weather. 
Slight numbness and diminution in sensation occurred in the fingers. 

At the present time the patient has difficulty in wrinkling the forehead. Light 
yellowish red discoloration is present on the sternal area and dorsal areas of the 
hands and feet. The hands and fingers are swollen, with an adherence of the skin 
to the underlying structures on the hands, forearms and elbows. A similar hide- 
bound condition is located on the feet, extending upward to the middle of the calf. 

The urine was normal. The examination of the blood revealed a hemoglobin 
content of 75 per cent, erythrocytes 4,200,000 and leukocytes 11,800, with a differ- 
ential count of polymorphonuclear leukocytes 70 per cent, lymphocytes 25 per cent, 
monocytes 3 per cent and eosinophils 2 per cent. The roentgenologic examination 
of the hands and chest revealed no abnormalities. (A biopsy specimen of the skin 
from the sternal area was presented.) 
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DISCUSSION ON CASES OF SCLERODERMA 


Dr. Cart W. LaymMon: Dermatologists who have seen many cases of diffuse 
scleroderma are apt to pass over them rapidly and not study them completely. 
It should be remembered that this disease affects all the connective tissues of the 
body. Pulmonary involvement in the form of pulmonary fibrosis may lead to 
interference with respiration. There may also be involvement of the cardio- 
vascular system. There have been reports in the French literature of stenosis 
of the esophagus in persons with diffuse scleroderma in combination with gastric 
lesions which could be demonstrated by means of gastroscopic examination. 

Dr. STEPHEN ROTHMAN: One of the patients stated that he has difficulty in 
swallowing. It seems that esophageal involvement is common in this disease. 
The second case is remarkable because of the prevalence of arthritic symptoms. 
That the disease is systemic is well illustrated by cases in which there are anginal 
symptoms and in which sudden death occurs because of the involvement of the heart. 


Dr. THEODORE CorNBLEET: In the patient presented by my colleagues and me 
the disease commenced on the feet, was later present on the hands and then spread 
to other parts of the body. Would this entitle it to classification as acrosclerosis? 
The muscles were indurated, but there were no overlying changes in the skin. 
A biopsy of the muscle did not reveal anything to support a diagnosis of 
dermatomyositis. 


Disseminated Lupus Erythematosus. Presented by Dr. MicnarL H. EsBert 


and (by invitation) Dr. N. Baker. 


J]. P., a white woman aged 49, was well until the age of 27, when redness of the 
bridge of the nose developed. At the age of 34 a spread to the cheeks occurred. 
In 1941 she spent three months at the University of Wisconsin Hospital; she was 
ill, had a high temperature and pain in the hip joints and lost the hair of the scalp 
and eyebrows. She was given three blood transfusions and several “hip shots to 
build up her blood.” She was discharged much improved and remained afebrile 
until about two weeks ago, when a “head cold,” cough, pain in the chest and joints 
and a temperature of 102 F. developed. On admission to the hospital she was given 
sulfadiazine, but this was not given after three days because of a punctate erythe- 
matous eruption of the back and thighs. Her temperature has ranged from 
99 to 102 F. 

The dermatologic examination shows an erythematous scaling eruption of the 
nose, cheeks, lips and chin. There is atrophy of the cheeks and nose. Macular 
erythematous areas are present on the palmar and dorsal surfaces of the fingers. 
There is an erythematous eruption of the back, left forearm, thighs and right foot. 

The examination of the blood revealed a hemoglobin content of 43 per cent, 
erythrocytes 3,320,000 and leukocytes 8,700, with a normal differential count. The 
Kahn reaction of the blood was negative. The albumin-globulin ratio was reversed, 
with the globulin 4.8 mg. and the albumin 2.2 mg. per hundred cubic centimeters 
of blood. The calcium was 8 mg. and the phosphorus 3.3 mg. per hundred cubic 
centimeters of blood. The roentgenogram of the chest on Jan. 15, 1946 showed a 
dense infiltration in the lower lobe of the right lung; compatible with resolving 
pneumonia; the cardiothoracic ratio was moderately increased. 


Subacute Disseminated Lupus Erythematosus. Presented by Dr. MICHAEL 
H. Eszert and (by invitation) Dr. N. BAKER. 


M. D., a Negro woman aged 30, was well until September 1943, when joint 
pains appeared in the elbows, knees and fingers. About the same time swelling 
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and redness of the butterfly area of the face occurred, the swelling of the face 
lasting two to three days and then disappearing for about a month, only to recur. 
Three months after the onset erythematous macules appeared on the sternal area 
of the chest and on the palms and soles. Partial alopecia of the scalp and eyebrows 
occurred. In March 1944 her upper lip became sore and scaled. She began to have 
an up and down temperature. In the past six months she has been able to work 
only two months, off and on. She now complains of weakness and of aching in 
the upper part of the back, thighs, legs and hands. Her temperature ranges from 
98 to 101.4 F. Her menses have been regular but scanty. 

The physical examination reveals normal blood pressure. There is a faint 
blowing murmur at the apex of the heart. The dermatologic examination shows 
pigmentation, macular atrophy and scaling of the scalp, eyebrow areas, butterfly 
area of the face and upper lip. The vermilion portion of the upper lip is scaling, 
and in the concha of both ears there is pigmentation and scaling. On the palms 
and soles there are dark pigmented macules, and on the palmar aspect of the 
thumbs faint erythema is seen. 

The Kahn reaction of the blood was negative. The urinalysis showed albumin 
of 2 plus, but no cellular elements or casts. The erythrocyte count was 4,030,000, 
and the leukocyte counts were 7,300 on admission and 6,060 at the present time, 
with a normal differential count. The albumin-globulin ratio was reversed (albumin 
2.8 mg. and globulin 5.0 mg. per hundred cubic centimeters of blood). The calcium 
in the blood was 7 mg., ascorbic acid 0.4 mg. and total serum protein 7.8 mg. per 
hundred cubic centimeters. The sedimentation rate was 70 mm. per hour. The 
roentgenograms of the chest, knee and elbow joints revealed no abnormalities. 


DISCUSSION ON CASES OF LUPUS ERYTHEMATOSUS 


Dr. Upo J. WiLE: I am gratified that these patients have shown some improve- 
ment. I have changed my mind about this disease in the last few months. I have 
had the experience of seeing 2 patients with extensive lesions who experienced 
spontaneous recovery. They were given the usual treatment. One was a boy 
of 12, the youngest patient I have ever seen with this disease. The lesions were in 
the mouth, in the nose, on the cheeks and on the backs of the hands and feet. He 
has made practically a complete recovery. The other patient was a woman of more 
characteristic age. Both patients had been subjected to some form of light treat- 
ment for what was thought to be a disease other than lupus erythematosus. That 
treatment seemed to be the initial cause of the dissemination. On the other hand, 
I have seen recently 2 fatal cases of disseminated lupus erythematosus which were 
in no way different from these 2. I believe that the outlook in this disease is not 
so bad as I had anticipated from my previous experience. 

Dr. Henry E. Micuetson: If I had the oratoric ability, I would make a plea 
for better study of these cases. I think that all dermatologists in charge of clinics 
should have a unified approach to the problem. The problem of lupus erythema- 
tosus is not being dealt with. It is known that the chronic disease in some cases 
becomes acute. Few cases of acute disease become chronic. The usual observations 
are known—leukopenia, temperature curve and globulin fractions in the blood— 
but the answer to why there is lupus erythematosus is not known. It seems to me 
that the disease is endogenous; these patients have within them whatever causes 
lupus. I doubt very much whether sensitivity to light can make the chronic disease 
acute. This is coincident in many cases, but I doubt that it is a precipitating factor 
or chronic disease in all cases would become acute. No treatment has been of any 
value, and none of the observations have any prognostic value. I do not believe 
that the leukopenia is of great prognostic value. I think that the observations of 
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clinicians are the only observations for making a prognosis. The peculiar facial 
edema cannot be accounted for. I cannot understand why some patients with 
acute lupus erythematosus become edematous and stay that way and others do not. 

I make one final plea: that data be collected in all cases of lupus erythematosus 
and the disease be studied more thoroughly and carefully. 

Dr. ARTHUR C. Curtis (by invitation): I should like to second what 
Dr. Michelson has just said about the need for a unified approach to this problem. 
There is a great deal of talk about photosensitivity of the skin, yet it seems a 
paradox that a case like this one is seen in a Negro person who has subacute 
disseminated lupus. It makes one wonder whether sensitivity to light is of any 
importance in the disease. 

Dr. ASHTON WELSH, Cincinnati (by invitation): In regard to a prognostic test 
for this disease, the albumin-globulin ratio in the blood serum has in my experience 
been of great value. My colleagues and I have been following a group of patients 
with lupus erythematosus over a period of a year and a half. Their clinical progress 
has varied almost directly with the degree of change from normal of the albumin- 
globulin ratio. The question of edema has been observed, along with the changes 
in the protein, and it appears, at least in 2 patients, that the picture of edema varies 
almost directly with the change in protein metabolism. One of these patients has 
complete and typical nephrosis with edema that is not controllable at the moment. 
This raises the question of disturbance of protein metabolism as a part of lupus 
erythematosus, which I think has been overlooked heretofore. Possibly these 
persons can be helped from the systemic standpoint if more careful study of the 
protein metabolism is made. 

Dr. THEODORE CoRNBLEET: My workers and I have been studying some of 
the laboratory observations in lupus erythematosus. We have assembled a fairly 
large group of patients. On the basis of our data, we are discouraged when protein 
and calcium levels in the blood are normal. Contrariwise, we have observed that, 
as a group, those patients do better when during the height of symptoms the level of 
protein in the blood is depressed, the albumin-globulin ratio is reversed and there 
is a relative and sometimes absolute increase of globulin. A lowering of the 
calcium level to not over 8.3 mg. further brightens this outlook. 

Dr. R. C. Ranguist (by invitation): I would like to report a case of severe 
lupus erythematosus disseminatus. The patient had a stormy course and at his 
worst had a temperature between 105 and 106 F. for a week. He had severe 
leukopenia (down to 1,500 cells) and a red cell count of 1,500,000, with a hemo- 
globin content of 35 per cent.» There was generalized arthralgia and diffuse bleeding 
from the buccal mucosa, chest, upper part of the back, nose, ears and finger tips. 
There was diffuse exudative choroiditis. I gave him, in the course of the treatment, 
nineteen blood transfusions of 500 cc. each, as well as all the other usual 
medication. At the end of the week of the high temperature, I decided to try 
Peck’s technic, and I gave him an intradermal test with moccasin snake venom 
in dilution of 1 to 3,000. After a favorable reaction in the test the patient was 
given 0.20 cc. the first day, 0.40 cc. the third day, 0.60 cc. the fifth day and 0.80 cc. 
the seventh and ninth days. Ten days after institution of the treatment all the 
lesions in the mouth, on the chest and back and in the nose and ears had com- 
pletely epithelized. Within thirty days the patient had a normal temperature. 
The exudative changes in the choroid disappeared more slowly, but within three 
months observations in the ophthalmologic examination were normal also. A letter © 
from the patient a few days ago, fourteen months after the aforementioned episode, 
describes complete remission during this period. Whether the recovery is coincident 
or not I do not know, but I had done everything else for him without results. 


a 
e 
k 
n 
n 
t 


488 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. Francis E. S—ENEAR: May I ask, just to make sure, whether Dr. Cornbleet 
and Dr. Welsh recorded the same observations about the albumin-globulin ratio, or 
were their results diametrically opposed? 

Dr. CoRNBLEET: Our experience has shown that lowered levels of calcium and 
protein in the blood, with reversed albumin-globulin ratio and relatively raised 
globulin values, support a better prognosis. 

Dr. WetsH: That has not been our experience. 


Dermatitis Herpetiformis. Presented by Dr. Herpert RATTNER and (by 
invitation) Dr. H. Roprn and Dr. N. BAKER. 


NEW YORK DERMATOLOGICAL SOCIETY 
George C. Andrews, M.D., President 
George M. Lewis, M.D., Secretary 
Noy. 27, 1945 


Urticaria Pigmentosa (Xanthelasmoidea). Presented by Dr. Frep WIst. 


D. F., a boy aged 6 weeks, exhibited the eruption shortly after birth. The family 
history is irrelevant, and the patient’s general health appears to be unaffected. 

The eruption is universal, with predominance of the lesions on the torso and 
extremities. The entire body exhibits a distinct yellow color. The face is swollen; 
the eyelids are edematous and of a rather deep tan, and the skin of the face is 


smooth and glistening and devoid of other surface markings. The trunk and 
extremities show mingling of violaceous and light yellow tints and exhibit innumer- 
able elevated papules and nodules, from the size of a pea to that of a dime, so that 
almost the entire body appears to be studded with these lesions, which are firmer 
to touch than the adjacent, nonelevated skin. The papules and nodules vary in 
color, exhibiting bluish, yellow and violaceous shades. Rubbing the skin elicits an 
urticarial wheal. There is no evidence of pruritus. 


DISCUSSION 


Dr. A. BENSON CANNON: I should not have suspected the diagnosis of urticaria 
pigmentosa in this case. Dr. Wise has had an opportunity to observe the child for 
a long time, and he states that the character and the color of the lesions have been 
characteristic of the disease. The almost universal involvement of the skin and the 
bluish color of the child’s face and ears would not suggest urticaria pigmentosa. 

Dr. Evucene F. Traus: The course of the disease indicates that the eruption 
in this case is all of the same character, despite the fact that in the beginning it 
might have appeared different on the various areas of the body. I agree with the 
diagnosis as presented. : 

Dr. Ray H. Rutison: I do not dispute the diagnosis, but I have never seen as 
widespread an eruption as this in a case of urticaria pigmentosa. I have seen isolated 
nodular lesions which certainly looked like one of these lumps, but never so wide- 
spread an involvement. 

Dr. Frep Wise: It is of interest to note that three weeks ago the face was 
diffusely edematous and had the color of yellow leather and there were no nodules. 
The neck was of the same color and devoid of nodules, whereas the skin of the 


‘ 


SOCIETY TRANSACTIONS 489 


trunk was nodular, bluish and violaceous. The eruption is changing rapidly. The 
eyes were shut tight, and now they have opened without treatment; so that 


regression is taking place. 


Histoplasmosis (?). Presented by Dr. Grorce M. Lewis. 

E. G., an English-born white man aged 39, a bus driver, has been in poor health 
for over two years. At the outset of symptoms he had a severe infection of the 
upper respiratory tract, with headache, chills and fever and loss of weight. He has 
since had frequent infections of the upper respiratory tract with headache and post- 
nasal drip. About one and a half years ago he had a series of canker sores on the 
gums, cheeks and hard palate. Since that time he has had intermittent sores on the 
gums and the hard and soft palates, causing difficulty in eating. He was hospitalized 
between May 28 and June 18, 1945, during which time there developed acute sinusitis 
with febrile reaction. On June 7, 1945 a submucous resection was performed, with — 
curettement of the ethmoid cells and bilateral antrotomy. He was again hospitalized 
between Sept. 26 and Nov. 19, 1945, since his general physical condition had become 
worse. He had lost 70 pounds (31.8 Kg.) in weight in the previous two years. 
He had a persistent low grade fever. The liver was enlarged and the spleen 
palpable. The white blood count varied from 2,300 to 5,200, being hetween 3,000 
and 4,000 in the majority of counts. The mouth continued to be sore, and examina- 
tion revealed that the hard and soft palate were the site of a spongy, rather soft 
mass, containing several ulcerations. Considerable scar tissue was present through- 
out. The temperature continued to be elevated. Routine laboratory tests of the 
blood and urine revealed nothing significant. 


Specimens of blood and material from the ulcerated areas of the mouth were 
cultured on various laboratory mediums, without yielding pathogens. The sternal 


bone marrow appeared normal., Blood smears gave no evidence of Histoplasma cap- 
sulatum. Biopsy of a specimen of tissue from the palate revealed subacute granu- 
lomatous inflammation. A lymph node showed chronic lymphadenosis. Culture of 
the sputum revealed Candida albicans on several occasions. Animal inoculation, 
using material from the palate and blood, were carried out, but the results have 
not yet been reported. 


DISCUSSION 


Dr. Frank C. Comes: This is the first acquaintance I have had with this 
disease. I do not believe there is much in the dermatologic literature concerning it. 
Osler has only one-half page on the subject. He made no mention of cutaneous 
lesions, but I understand that cutaneous lesions do occur. 


Dr. Frep Wise: I accept the diagnosis as presented in spite of the fact that 
the organism has not been isolated, for I feel that the diagnosis of pemphigus 
vegetans cannot be entertained in this case. I am not acquainted with the type of 
lesions seen in this patient and could not make the diagnosis on clinical grounds. 
Since Dr. Lewis says that the mucosa is affected, I feel that his diagnosis should 
be tentatively accepted. 

Dr. Ray H. Ruttson: I should like to hear the later reports on animal 
inoculations. ; 

Dr. AntHony CrpoL_Ltaro: This is my first introduction to this disease. I read 
Osler’s description this evening and was struck by the statement that the disease 
is fatal and does not respond to any known methods of treatment and that it is of - 
fungous origin. It occurred to me that since so many diseases respond to iodide 
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therapy, including some extensive fungous eruptions, it might be worth while to use 
inhalations of ethyl iodide. , 

Dr. A. Benson CANNon: The only lesion I have ever seen which was identical 
with this one was in a case of Hodgkin’s disease. The patient had extensive 
ulcerations of the entire mucous membrane and the soft palate; there were also 
nodules in the skin before death, and the liver and spleen were involved. If Dr. 
Lewis had not established the diagnosis in this case, it might have been wise to 
consider the possibility of Hodgkin’s disease. 


Dr. Georce M. Lewis: Many patients with histoplasmosis have lesions in the 
nasopharynx or the palate. That is one of the characteristics of the disease. 
Perhaps the reason that the organism has not yet been demonstrated is the amount 
of therapy this man has received. He received a great deal of treatment with 
penicillin and other drugs before the diagnosis was suspected. I was glad to have 
Dr. Cipollaro’s suggestion, because the patient is to be admitted to the hospital 
again and iodide therapy can be tried. There is no question that the lesions on 
the palate were much spongier ; two months ago the area was much more vascular. 
He is undoubtedly anemic because of the hemorrhages he has been having. 


Extensive Lichen Nitidus. Presented by Dr. Frep WIsE. 


F. V., a boy aged 11, born in this country of Italian parentage, presented a 
generalized eruption of lichen nitidus. He was referred for presentation by Dr. 
B. M. James, of Newark, N. J. The eruption first appeared in January of this year. 


Examination shows an almost universal eruption, most pronounced on the trunk 
and extremities, consisting of closely studded, white and yellowish, millet-seed-sized, 
elevated papules; on palpation they impart a slight sensation of firmness. On a 
few isolated areas over the torso small patches have become eczematized and 
slightly scaly, and several lesions on the forearms show a linear formation. The 
skin of the face, penis and scrotum exhibits distinct, but less elevated, millet-seed- 
sized, closely aggregated, smooth, white papules. The boy complained of moderate 
pruritus. 

Histologic examination by Dr. Wilbert Sachs confirmed the clinical diagnosis. 
The patient is being treated by Dr. James with roentgen radiation, with some 
improvement. Similar extensive eruptions have been recorded by H. W. Barber 
(Brit. J. Dermat. 38:143-156, 1926). 


DISCUSSION 


Dr. Frank C. Compes: This eruption is unusually extensive, and at the same 
time the boy has some elements of keratosis pilaris, because of the extreme rough- 
ness of the skin. I should like to hear Dr. Wise’s opinion on the relation between 
this disease and tuberculosis. 


Dr. Paut E. BEcHeET: The extreme roughness of the skin to which Dr. Combes 
refers is due to the innumerable lesions, of which there are literally thousands. This 
keratosis-pilaris-like roughness is quite typical of lichen nitidus when it is extensive. 
While the histologic picture in a considerable number of cases is of a tuberculoid 
character, there are many which do not show tuberculoid or tuberculous structure 
on microscopic examination. Animal inoculations not infrequently give negative 
results for tuberculosis. Clinically, an eruption so extensive in distribution, occur- 
ring so frequently in apparently healthy persons, in whom no concomitant tubercu- 
losis exists, and the lack of resemblance to any other variants of cutaneous disease, 
would seem in my opinion to be sufficient evidence to cast serious doubts on tuber- 
culosis as an etiologic factor. Even the tuberculin test not infrequently gives a 
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negative response. Whether the disease is a variant of lichen planus, as suggested 
by Norman Tobias (Essentials of Dermatology, ed. 2, Philadelphia, J. B. Lippincott 
Company, 1944) is still debatable. It is now more accurately recognized, and this 
may account for its apparently increasing frequency. 

Dr. Frep Wise: In answer to Dr. Combes’s question, I do not know whether 
there is any relationship whatever between tuberculosis and this disease, but in 
Jadassohn’s “Handbuch der Haut- und Geschlechtskrankheiten” (Berlin, J. Springer, 
1932) lichen nitidus is included with the dermatoses which are suspected of being 
tuberculous. There is no involvement of the lung in any of these cases. This 
patient has improved considerably with fractional doses of roentgen radiation. 

I realize that textbooks speak of the similarity of the two diseases, but from my 
own experience I am inclined to believe they are two distinct and separate entities. 
Lichen nitidus can exist for years without the slightest itching and without coinci- 
dental eruptions. 


Disseminated Discoid Lupus Erythematosis: Results of Aurotherapy. Pre- 
sented by Dr. Paut E. BEcHET. 


J. K., a woman aged 33, stated that an eruption on her face had appeared seven 
months previously and within a short time spread to her scalp and chest. At the 
time of her first visit, July 6, 1945, she presented an extensive acute outbreak of 
typical discoid lupus erythematosus, which involved most of the cheeks, forehead, 
scalp and upper part of the chest. The eruption had greatly increased after pro- 
longed solar exposure. The hair of the scalp was so thinned that she appeared 
semibald. There were no subjective symptoms other than itching of the scalp. Her 
general health was excellent, and a complete examination of the blood gave normal 


findings. From July 13 to the day of presentation (November 27) the patient had 
received fifteen intravenous injections of gold sodium thiosulfate, in a dosage of 
10 mg. for the first injection, 25 mg. for the second, 50 mg. for the third and 100 
mg. for the subsequent twelve injections. The injections were given once a week. 
By the tenth injection, after approximately three months of treatment, she was 
apparently well. The hair was regrowing rapidly, and only the slightest pigmenta- 
tion remained on her face. 


DISCUSSION 


Dr. Frank C. Comes: I agree with Dr. Bechet regarding the superiority of 
gold over bismuth preparations; there is no comparison. It has been demonstrated 
that with 100 mg. doses of gold sodiurn thiosulfate gold can be recovered from the 
organs as long as ten months afterward; whereas with only 25 mg. doses of the 
gold preparation, no gold can be found in the urine a month after cessation of 
injections. A large dose of a gold compound may result in a severe reaction. 
Nevertheless, I give large doses because of the beneficial effects which usually 
follow. 

Dr. Frep Wise: I am not in agreement with Dr. Combes. I was interested 
in the large doses given by Dr. Bechet. I think it really a matter of luck when 
a rash does not develop from large doses. It is my impression that this patient 
would have recovered with a dose as small as 10 mg. of the gold salt; but I realize 
that many dermatologists are reluctant to* treat patients with disseminated lupus 
erythematosus with large doses of the gold salt. 

Dr. Ray H. Rutison: Dr. Bechet has obtained an excellent result. I seem to 
get excellent results with 50 mg. I wonder. whether the results with larger doses 
are so much better as to warrant the risk. 
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Dr. AntHony C. Crpot_aro: I am glad that Dr. Bechet presented this case. 
There should be a reevaluation of the doses of gold sodium thiosulfate used in the 
treatment of lupus erythematosus. I think that small doses are almost useless. 
I have obtained good results with bismuth com, Junds administered over a pro- 
longed period. 

Dr. Georce M. Lewis: In New York Hospital, my associates and I routinely 
give small doses at the start; if the response is not good, we step up the dose to 
50 mg. and then 100 mg. I should be opposed to giving such large doses routinely. 
I believe the patients should be carefully selected for the larger doses. There would 
seem to be a substantial number of patients who show no improvement unless they 
receive large doses. 

Dr. A. Benson Cannon: I think that Dr. Bechet should designate his case 
as one of discoid lupus erythematosus treated with a gold salt. It is misleading to 
attempt to prove the superiority of gold over bismuth preparations on the basis of 
only 1 case, and that one in which bismuth therapy was not used. 


Dr. Paut E. Becner: My experience with aurotherapy in the treatment of 
approximately 225 patients with lupus erythematosus in the past nineteen years 
has convinced me that gold is still the best therapeutic agent for lupus erythematosus 
of the discoid type, provided that it is given in sufficient doses and certain pre: 
cautions are taken. In my experience, a dose of 100 mg. of gold sodium thiosulfate 
a week did not prove unsafe even when given in courses of twenty-five injections 
or more. There is no doubt in my mind that one does not observe so much material 
improvement or so many cures from gold sodium thiosulfate as one formerly did, 
but I believe this to be due to its use in smaller doses because of the well founded 
fear of the drug, the result of rather severe reactions. The precautions which I take 
in every case may be summarized as follows: My first dose is from 2 to 5 mg., 
and in the absence of an immediate reaction or of leukopenia, pruritus, dermatitis 
or renal irritation the dose is raised weekly to 10, 25, 50, 75 and (a maximum of) 
100 mg. A watchful eye should especially be kept on the leukocyte count, which 
should be made frequently. Dermatitis and pruritus are equally important indica- 
tions to stop gold therapy. Avoidance of solar exposure while the patient is under 
treatment should also be practiced. Aurotherapy should be confined entirely to the 
discoid type of the disease. With these precautions constantly in mind, I have 
given approximately 4,000 injections of gold sodium thiosulfate to about 225 patients, 
with reactive manifestations in less than 10 of them, and even in this small number 
the reaction consisted only of mild dermatitis, which cleared up within a few 
weeks after the cessation of gold therapy. 


1. Epidermodysplasia Verruciformis. 2. Mixed Type of Epithelioma 
(Ulcerating Area of Forehead). Presented by Dr. Grorce C. ANDREWS. 


The case of J. M., a white man aged 30, was first reported in detail by Dr. 
Maurice Sullivan and Dr. F. A. Ellis (Epidermodysplasia Verruciformis, Arcu. 
Dermat. & SypxH. 40:422 [Sept.] 1939). They stated that the diagnosis was first 
made by Dr. Fred Wise at a meeting of the Atlantic Dermatologic Society in 1938. 


The patient had had spinal meningitis at the age of 7 years with a residuum 
of partial palsy of the left side of the face. He received many roentgen treatments 
to the lesion on the forehead, which seemed to clear. After a visit to the South, 
the lesions recurred, and he received roentgen treatments to the forehead for three 
or four months. When he was seen by Dr. Maurice Sullivan at Johns Hopkins 
University, radiodermatitis had developed on the forehead, and a plastic surgical 
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procedure was carried out. For the past two years, a new ulcerating lesion has 
been developing on the left side of the forehead. ; 

The patient is well developed and well nourished but has partial paralysis of 
the left side of the face. An irregular ulcerating lesion is present on the left side 
of the forehead and the left temple, extending from the left eyebrow to the scalp 
and ear. It is roughly quadrilateral and has areas of atrophy and scarring. The 
ulcer has an elevated, overhanging margin, and purulent material is present on the 
base and edge. The upper edge is sharply punched out and has a surrounding 
erythematous and crusted area. Under the left eye is a somewhat well defined 
erythematous crusted lesion, measuring 10 by 12 mm., with an elevated border. 
Behind the right ear and about the neck are keratotic patches. Several small crusted 
lesions are on the right side of the forehead. On the dorsal surface of the left hand 
is an elevated, crusted lesion, 1 by 2 cm. There are also granulomatous lesions 
over the sternal area and on the left shoulder. Superficial keratotic patches are 
present over the scapular regions. Over the dorsa of both hands are numerous 
verrucous, lichenoid, sharply defined, flat, flesh-colored desions, irregular in outline 
and varying in size from 2 to 5 mm. 

Specimens were taken for biopsy from the edge of the ulcerating area on the 
forehead and from the lesion on the dorsum of the left hand. 

Roentgenograms of the supraorbital region of the skull show no involvement 
of bone. 

DISCUSSION ; 

Dr. Frep Wise: It seems to be certain that roentgen irradiation is of no avail 
for this lesion. I have observed a patient on and off for the past three years, and 
about three months ago I advised him to have the malignant lesion on his forehead 
removed surgically. This he failed to do. I fear that he is in danger of spreading 
epithelioma and should advise him to have surgical treatment as soon as possible. 
I regard the entire lesion as cancerous. The edge of the lesions have continued to 
extend and to produce the present dimensions. 

Dr. Frank C. Comses: Even the radical plastic excision of this lesion and the 
possible removal of the external plate of the skull will do no more than lengthen 
the patient’s life for a brief period. Eventually he will die of cancer. He has a 
lesion on the back of his hand that is also malignant. I think that all lesions of 
epidermodysplasia verruciformis become epithelioma. 

Dr. Eucene F. Traus: I agree with Dr. Wise that radical removal of the 
lesion on the forehead is the only solution, and that an unsatisfactory one, for it 
would be difficult or impossible to remove this lesion in toto. If the outer table of 
bone is not involved, and it is possible that it may not be, it would be best to cover 
the entire area with a full thickness skin graft. There are several other lesions 
that should be treated promptly, for example, the one on his hand and that above 
the left eyelid. These should offer no particular problem. 

Dr. Paut E. Becuet: Clinically the lesions seem to be of the mixed type. In 
the lesion on the forehead the prickle cell seems to predominate over the basal cell, 
but the other lesions are probably of the basal cell type. Thorough surgical excision 
of all the lesions is indicated. 

Dr. Joun C. GrauamM, Brooklyn: I agree with Dr. Wise that radical surgical 
excision should be done, but I doubt whether this can be of any real value. 

Dr. Geratp F. Macwacexk, Long Island City, N. Y.: The biopsy specimen 
removed from the forehead was reported as showing epithelioma, not typically 
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basal cell or characteristically squamous, but mixed cell epithelioma. The biopsy 
specimen taken from the hand was characteristic of epidermodysplasia verruciformis. 

Dr. Georce C. ANDREWS: The features of this disease as described by Dr. Wise 
are typical except that there are practically no lesions on the face. The histologic 
structure of the lesions om the hands is so typical that there is no doubt that they 
are not acrokeratosis verruciformis, described by Hopf. In regard to the epithe- 
lioma, I feel as Dr. Wise does. I am far from optimistic as to the outcome. The 
infiltration extends down to the supraorbital ridge, and one can palpate the peri- 
osteum readily with a small instrument. I have recently had a patient with a 
similar epithelioma on whom the plastic surgeons refused to operate because of 
exposure of the bone and nearness to the eye. The neurosurgeons also refused to 
operate, and eventually he died of an epidural abscess. I feel that the prognosis in 
this case is bad. 

Dr. Eucene F. Traus: A roentgenographic examination of the skull, provided 
it is well done, which shows no changes in or involvement of bone would in my 
opinion exclude such a possibility in cases in which this question arises. I have 
had roentgenograms taken, and in each instance in which they did not show involve- 
ment none was subsequently found. 


George C. Andrews, M.D., President 
George M. Lewis, M.D., Secretary-Treasurer 
Dec. 18, 1945 


Lupus Erythematosus Disseminatus. Presented by Dr. Howarp Fox. 


Miss E. M. V. S., a photographer aged 32, first noticed an eruption on the face 
eight years ago. It consisted of red patches on the nose and cheeks, with a butterfly 
configuration. The dermatologist who first saw her made a diagnosis of acute 
disseminated lupus erythematosus. In the fall of 1938, he gave her two intra- 
muscular injections of gold sodium thiosulfate in doses of 5 and 10 mg., respectively, 
and later a single injection of 25 mg., which was followed by complete disappear- 
ance of the lesions for two years. About January 1940, she was treated for a 
recurrence of the eruption at the Skin and Cancer Unit with intramuscular injec- 
tions of bismuth compound and later as a private patient by one of the staff with 
the same remedy. Sixteen injections, gradually increased from 0.5 to 1.0 cc., were 
given, without any beneficial result. 

When first seen by the presenter on Dec. 1, 1945, the patient had lesions on the 
chest and upper lip, between the eyebrows, in the conchae and at the junction of 
the forehead and scalp. The patches were superficial, red, not itchy, of various 
sizes and shapes and with sharply defined borders and finely adherent scales. There 
were no changes on the wrists where lesions had previously existed. 

The patient is a well nourished woman who appears to be in good health. How- 
ever, for the past eight years, she has had periodic attacks of illness, lasting about 
one day and occurring four or five times a year. The attacks consisted of malaise, 
nausea, vomiting and constipation and had no relationship to menstruation. 

Laboratory reports from the Skin and Cancer Unit showed normal urine. The 
Wassermann reaction of the blood on Nov. 28, 1939 was negative, and the Kahn 
test elicited a reaction of 1 plus. Examination of the blood in July 1943 revealed 
4,420,000 erythrocytes and 7,450 leukocytes, with 66 per cent neutrophils. On April 
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28, 1944, there were 3,700,000 erythrocytes and 4,600 leukocytes, with 57 per cent 
neutrophils: On May 27, 1944 (at a private laboratory), the leukocyte count was 
6,300, with 69 per cent neutrophils. On Jan. 5, 1945, the leukocyte count was 7,100. 

The patient is now being treated with strong solution of iodine, 10 drops three 
times a day. 

DISCUSSION 

Dr. Georce M. Lewis: When I read Dr. Cannon’s paper, I was struck by thie 
atypical cases he presented, most of the patients were elderly and had atypical 
forms of the disease. I wonder whether anyone present has had experience with 
treatment with iodides in the typical disseminated form of the disease and whether 
treatment has been successful in any of these typical cases. 

Dr. Maurice J. CostELLto: The sedimentation rate might throw some light 
on just how toxic this eruption is. At the moment the lesion on the chest appears 
to be fairly fixed in character, and, for that reason, if the patient is not having any 
toxic symptoms perhaps gold sodium thiosulfate could be tried again with good 
results, as was obtained in the beginning. 

Dr. Eucene F. Traus: At the time Dr. Cannon made the suggestion about 
using iodine, I had in the hospital a girl with what was considered subacute lupus 
erythematosus. I tried to follow the iodine technic, but it did not seem to influence 
her course much. A remission did occur, but this was attributed to blood trans- 
fusions. Later she was readmitted, and despite all treatment, her disease terminated 
fatally. In several other cases, all in young patients with a relatively acute process, 
my experience with treatment with iodine has been the same. 

Dr. Georce C. ANDREWS: I had the same experience with a young girl who 
had the acute type of this disease and who died. 

Dr. Howarp Fox: I thought that this was probably the disseminate type of 


the disease, because of the tendency of the lesions to come and go and because of the 
periodic attacks of general illness. In speaking of Dr. Cannon’s treatment, I would 
like to mention a case in a young woman which I presented as one of disseminated 
lupus erythematosus (Arch. Dermat. & Syph. 54:246 [Aug.] 1946). Everybody 
except Dr. Cannon thought that it was lupus erythematosus of the disseminate type. 
I gave her strong solution of iodine and have heard favorable reports from her at 
intervals. 


Cheilitis Exfoliativa. Presented by Dr. Maurice J. CosTELLo. 


A man aged 30 has had peeling of the lips, especially the center of the upper 
lip, for the past six years. He spent three years of that time as an officer in the 
United States Army in the European Theater of Operations. The disease has been 
aggravated by exposure to sunlight, wind and inclement weather. He stated that 
a small pea-sized area was treated by electrodesiccation about a year ago and only 
this patch has remained free of the eruption. 

The patient was given four fractional doses of low voltage roentgen rays at 
weekly intervals, without beneficial effect. Electric cautery of the affected areas 
on the inner aspect of the upper lip resulted in partial improvement, and at various 
times penicillin and petrolatum were given. Prior to consulting the presenter he 
had applied various ointments, including sulfathiazole, without improvement. He is 
presented for therapeutic suggestions. 

DISCUSSION 


Dr. Evcene F. Traus: The mucous membrane of this patient’s lips did not 
appear to be normal, apart from the crusting and fissuring. Therefore, I believe 
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that the healing power of this mucous membrane might not be as good as normal. 
The most effective treatment for exfoliated lesions of the lip that I know is shaving 
the tissue off completely with the electric cutting current to the depth of about 
1 to 2 mm., which invariably clears up the disease. 

Dr. GeorcE M. Mackee: I believe that electrodesiccation would be the ideal 
treatment in this case. 

Dr. Howarp Fox: I have never had success with roentgen rays or radium. 
The late Dr. Jackson had this disease most of his life and tried every conceivable 
cream, but without success. 

_ Dr. Franx C. Compes: I think that electrodesiccation is the best treatment in 
this case. Most of the scaling on the upper lip is 8 to 10 mm. back of the vermilion 
border. Taking off the entire affected area would be rather a job. 

Dr. Eucene F. Traus: Dr. Costello has used cautery, and I see no reason why 
this could not do as well. Superficial desiccation carried. out over the entire lip, 
unless carried to the depth that I mentioned, is usually not effective. 

Dr. AntHony C. Crpotcraro: Dr. Costello has certainly succeeded in treating 
and curing one small area of the lip with electrodesiccation. I would certainly 
choose electrodesiccation rather than treatment with the cutting current. 

Dr. Maurice J. CosteLto: With cautery I destroyed the entire affected area 
of the upper lip. When the treated area healed there was slight improvement. This 
disease has really ¢aused the patient a great deal of concern. It makes him uncom- 
fortable, and he is anxious to be relieved. I will cute again, this time destroying the 
tissues at a greater depth. 


Lichen Planus Ocreaformis (Lieberthal). Presented by Dr. Paut E. Becuet. 


S. S., a white man aged 73, stated that some ten or twelve years ago an eruption 
appeared on the flexor surface of the forearms and on the legs, below the knees. 
The eruption on the forearms eventually disappeared, but the lesions on the legs 
persisted. Innumerable rounded domelike hyperkeratotic brownish papules, cover- 
ing the greater part of the lower third of both legs, were present. The lesions 
stood out individually, and no confluence could be noted. Their clinical appearance 
was similar to that in a plate on page 313 in the tenth edition of Sutton and 
Sutton’s textbook (1939) under the title of lichen planus ocreaformis. 


DISCUSSION 


Dr. Howarp Fox: I think that this is probably amyloidosis cutis and would 
urge Dr. Bechet to try the congo red test. It is possible that Lieberthal’s case 
may have been one of amyloidosis of the skin. 

Dr. Georce M. MAcKEE: The most likely diagnosis is amyloidosis cutis. 
Lichen planus must be considered. Still another possibility is lichen moniliformis. 

Dr. Euvcene F. Traus: There was no evidence of lichen planus in the 
mouth, nor was there any suggestion of maculomitosis, such as is sometimes seen 
in amyloidosis cutis. His tongue was relatively normal, except possibly a trifle 
larger in size than average. I would like to know how ulcer developed on his leg. 

Dr. Paut E. Becuet: Amyloidosis cutis was seriously considered. However, 
the history of a definite papular shiny eruption on the flexor surfaces of the fore- 
arms ten years previously and, at the same time, violaceous nodular lesions, with 
intense pruritus on the anterior surface of both legs, was strongly eamnne of 
lichen planus. 
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Sulfonamide Sensitivity (Nasal Spray). Presented by Dr. Grorce M. Lewis. 


Psoriasis of the Skin and Nineteen Nails. Presented by Dr. Grorce M. 
LewIs. 


A Case for Diagnosis (Psoriasis?). Presented by Dr. Eucene F. Travs. 


G. L., a woman aged 51, presented an eruption on the buttocks of eight years’ 
duration. She stated that the eruption had begun as a small circle, which had 
gradually spread and had not at any time disappeared. On the upper portion of the 
trunk she had an entirely different-appearing eruption that had been present on and 
off for two years, but which had lately been persistent. The eruption consisted of 
circles or parts of circles of varying size, the papular squamous border apparently 
advancing peripherally while the center of the circles remained clear. Mycologic 
examination revealed nothing of significance. The Wassermann reaction of the 
blood was negative. A biopsy was made of the eruption on the buttocks, as well 
as of one of the patches on the upper part of the trunk, and the diagnosis of both 
was psoriasis. 

DISCUSSION 


Dr. Paut E. Becuet: Annual psoriasis is common, but the patches appear 
larger and more scaly than the lesions on Dr. Traub’s patient. The lesion on the 
buttock is serpiginous in character, infiltrated and sharply defined, with a palpable 
border. The patient complains of itching. The clinical appearance of the patch 
on the buttock is entirely dissimilar to psoriasis. For these reasons I would con- 
sider the diagnosis of mycosis fungoides more probable. 


Dr. Howarp Fox: I do not believe that this is mycosis fungoides. Both the 
circinate lesions on the trunk and the diffuse areas on the buttocks are compatible 
with the diagnosis of psoriasis clinically and have been proved to be so micro- 
scopically. 

Dr. ANtHoNy C. Crpottaro: I cannot conceive this to be psoriasis, in spite 
of the positive microscopic evidence. The patient has a plaque on the left buttock 
which is extremely pruritic, and the scales are not micaceous. The lesions form 
circles and parts of circles in the axillas and other portions of the body. Portions 
of some of these ringed lesions seem to show a slight degree of exudation. I would 
favor the diagnosis of mycosis fungoides. I have observed several patients who 
had lesions similar to these for a number of years, with a histologic diagnosis of 
psoriasis at one time and of mycosis fungoides at another. The clinical course 
of the disease is that of mycosis fungoides. 

Dr. Maurice J. Costetto: I think that the entire eruption is psoriasis. The 
lesion on the buttock appears to be psoriasis, and the other lesions simulate it 
closely. 

Dr. Georce M. Lewis: I am in favor of psoriasis. I think few of these cases 
develop into mycosis fungoides, though the possibility might be kept in mind. 

Dr. EuGene F. Traus: Two biopsy specimens were removed for microscopic 
examination in this case, and both reports were psoriasis. However, because of the 
peculiar appearance of the eruption in each location, I shall check on this again to 
make certain that no error occurred. The patient was presented because of the two 
entirely different-appearing eruptions, which might be considered to be psoriasis, 
parapsoriasis or mycosis fungoides. 
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Steatocystoma Multiplex. Presented by Dr. Geratp F. MACHACEK. 


D. E. M., a Negro woman aged 23, first noticed small lumps under the skin 
about one and one-half years ago. No subjective symptoms were elicited. No 
ulceration or desquamations are evident. On palpation, however, nodules are felt 
over the arms, forearms and anterior aspect of the thorax. These vary from 2 or 
3 mm. to 1 cm. in diameter. They are smooth, elastic and deeply situated; the 
skin appears to move over them. It was estimated that there are between fifteen 
and twenty in the left forearm. Roentgenograms of the affected area disclosed no 
evidence of calcinosis. 

Histologic examination of tumors removed from the right forearm proved the 
material to be cystic, exuding a viscid gray liquid. The cyst was lined with 
stratified squamous epithelium, which *showed little keratinization. Scattered 
throughout this epithelial lining were individual and grouped foamy cells, such as 
are seen in sebaceous glands. 

The Wassermann reaction of the blood was negative. The Kline reaction of the 
blood was 1 plus. 

DISCUSSION 

Dr. Eucene F. Traus: After inspection of the slide there appears to be no 
question of the diagnosis, but the location strikes me as being unusual for this type 
of growth. 

Dr. Georce C. ANDREws: I have had a mother and her daughter who had this 
disease. It occurs almost entirely among women. One patient had an unusual 
distribution of this disease, in the areas where apocrine glands are seen, chiefly in 
the axillas, in the groin and on the buttocks. 

Dr. GERALD F. Macuacek: The difficulty in making a definite clinical and 
histologic diagnosis is of interest. In a few of the sections typical sebaceous gland 
cells could be demonstrated, containing vacuoles and a central nucleus. In this 
instance a histologic diagnosis could be made; the cystic wall differed in its appear- 
ance from that of the ordinary sebaceous cyst. No other member of the patient’s 
family had similar lesions. 


A Case for Diagnosis (Pemphigus Vulgaris with Coronary Thrombosis?). 
Presented by Dr. Eucene F. Travs. 


H. G., aged 44, was hospitalized at the Coney Hospital from April to May 1945, 
for coronary thrombosis. He received 1% grains (0.1 Gm.) papaverine, 1% grains 
(0.1 Gm.) phenobarbital and oxygen, and the final diagnosis on discharge was 
coronary thrombosis and infarct of the posterior wall. He has received no drugs 
since May. 

At present the patient presents a moderate number of bullous lesions on the 
forehead, face, umbilicus and left groin. Diffuse involvement of oral mucosa, par- 
ticularly of the tongue and fauces, is evident, and large areas are denuded, with 
remnants of bullae at the periphery. The tongue is covered with fetid fibrinous 
exudate. The Nikolsky sign was not present. Reactions in patch tests with 
potassium iodide and potassium bromide were negative. ; 

The patient is presented for suggestions as to treatment, in view of the recent 
attack of coronary thrombosis and infarct. 


DISCUSSION 


Dr. Maurice J. Costetto: I agree with the diagnosis of pemphigus vulgaris. 
Since the patient is a poor risk he should be given less toxic treatment. We have 
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had relatively good results with carbarsone (Eli Lilly and Company) on the 
dermatologic wards at Bellevue Hospital. 

Dr. GERALD F. Macwacex: I agree that this patient should have mild treat- 
ment because of his blood pressure. : 

Dr. AntHony C. Crrottaro: I would not use any of the arsenicals for this 
patient, who is obviously sick. It might be a good plan to employ one of the vaso- 
dilators. This type of medication should help the arteriosclerosis and the high blood 
pressure as well as the pemphigus. I would certainly recommend intravenous 
injections of sodium nitrite. 

Dr. Frank C. Comses: As Dr. Costello suggested, I see no objection to giving 
this patient carbarsone. It is relatively nontoxic. Patients tolerate it much better 
than any other arsenical. This patient’ probably has pemphigus. He should be 
studied particularly as to his renal function and hepatic function before he receives 
carbarsone. So far as his heart is concerned, there is no objection whatever to the 
use of this drug. 

Dr. Howarp Fox: I think that this is possibly a case of pemphigus. From 
what I have heard of recent treatment at Bellevue Hospital, I think it advisable 
to give him carbarsone in preference to any other form of arsenic. I would not 
think of using such a dangerous drug as “germanin” (suramin sodium). 

Dr. Georce M. Mackee: I think ita case of pemphigus. I favor arseno- 
therapy if his renal function is normal. 

Dr. Joun F. GRAHAM: It seems to me that this is a serious disease, and even 
if some renal trouble is precipitated there is justification in taking a chance and* 
treating him with carbarsone. I would use this in any case. 


Pemphigus Vegetans. Presented by Dr. GeRatp F. MACHACEK. | 


J. Y., a Rumanian man aged 45, first noticed white streaks in his mouth, which 
itched, then blisters and finally ulcers. He then noted blisters of the toes, and three 
months later he began to lose his nails. Pus with an offensive odor then developed. 
He complains of no systemic reaction, but feels well. He further stated that he had 
received arsenical therapy for two months. 

In the left groin and about the anus there are verrucous plaques. The one in 
the left groin is roughly triangular and about 4 cm. long. The edges of this 
plaque overhang. Crusted yellow lesions are scattered over the body. These 
evidently are ruptured bullae, several of which are also present. The buccal mucosa 
was denuded of mucous membrane over a number of areas. Penicillin, 1,000 units 
to the gram, was prescribed. 

DISCUSSION 

Dr. Eucene F. Traus: I agree with the diagnosis. The appearance of the 
toe nails is somewhat unusual. In view of the peculiar and extensive inflammation 
about the blisters on the toes, I wonder whether this case has been studied with 
the possibility of diabetes or some other medical or circulatory disturbance in mind. 


Disseminated Bullous Dyskeratoid Dermatosis (Benign Familial Pem- 
phigus). Presented by Dr. Georce M. Lewis. 
V. M., an Italian man aged 46, came to the Skin Clinic of the New York 
Hospital four years ago, with an extensive eruption of one year’s duration. Except 
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for itching, there is no family history of a similar cutaneous disease. At that time 
the diagnosis of pemphigus foliaceous was entertained. 

Subsequently, however, several biopsies revealed typical corps ronds, serum 
filled lacunae in split upper epidermal layers, and (in some areas) dense kera- 
tinized follicular plugs. In the corium only a superficial infiltrate composed of 
monocytes, polymorphonuclear neutrophils and a few lymphocytes was present. 
On the basis of these observations bullous dyskeratoid dermatosis was considered. 
The patient has been under observation for the last four years, during which 
period he was once hospitalized and extensively studied. At the time of admission 
to the hospital he showed extensive red infiltrated plaques on the entire trunk 
and extremities, within which areas the Nikolsky sign could be easily demon- 
strated. There were no real bullae, but younded epidermal fringes indicated such 
a possibility. Particularly the dorsa of his hands and his face were affected. At no 
time was a blister seen on his oral mucous membrane. 

Since it was presumed that the formation of blisters might be linked to distur- 
bances in the water metabolism, a trial was made with “pitressin” N. N. R. in order 
to produce antidiuresis. The water retention, however, did not produce any blister- 
ing. This was followed by another experiment to simulate increased capillary 
pressure, and subsequently, under pressure of 1,000 mm., isotonic solution of sodium 
chloride was forced intraepidermally with an 18 gage needle. Since no blistering 
was produced, the same experiment was repeated with histamine in solution of 
1 to 100,000, without formation of blisters. The “spreading factor” was also deter- 
mined, which produced only a 2 by 2.6 cm. discolored patch in twenty-four hours. 
. Intradermal injection of three-tenths normal solution of sodium chloride raised a 
small wheal, which disappeared within eight minutes (control in normal persons 
is forty-five minutes). The reaction in a patch test with potassium iodide and 
potasium bromide was negative. 

The following biochemical determinations were made: carotene 41 May units 
and vitamin A 11.6 May units; vitamin C was absent in the serum. This was 
' reinvestigated several times, until Dr. Summerson determined the presence of 
dehydro-ascorbic acid, which in this case supplanted the ascorbic acid. It was 
also observed that the patient’s serum contained a substance which oxidized ascorbic 
acid at a higher rate than the control normal serum. The vitamin C tolerance test 
revealed 186 mg. ascorbic acid in four hours’ collected urine. The reaction in the 
tourniquet test was negative. , 

Serum calcium was 10.2 mg. per hundred cubic centimeters, serum cholesterol 
250, free cholesterol 73 and cholesterol esters 177. Free total cholesterol was 29.2 
per cent. Sodium was 332 mg. per hundred cubic centimeters, potassium 20.3 mg. 
and serum protein 7.3 Gm. The -albumin-globulin ratio was 5.4 to 1.9; the reaction 
in the cephalin flocculation test was negative; prothrombin was 98 per cent, and 
there was no trace of bilirubin in the urine or the blood. 

Determinations of volume of the blood and plasma were made by Professor 
Gregersen of the College of Physicians and Surgeons with his T-1824 diazo dye, 
which indicated a plasma volume of 4,350 (3,200 normal) and total blood volume 
7,360 (6,000 normal) for the body weight. 

Dr. Archibald of the Rockefeller Institute determined alpha-amino acid nitrogen 
and glutamine-amide nitrogen, both of which were within normal limits. The 
protein content of the blister was 4.3 Gm. per hundred cubic centimeters. Culture 
from the blisters was sterile. The blood cell count was normal, except for a high 
lymphocyte count, up to 47 per cent. : 
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Roentgenograms of the chest, gastrointestinal tract and gallbladder showed no 
abnormalities. 

Treatment consisted of intravenous injection of oxophenarsine hydrochloride, 
hypertonic solution of dextrose and antimony and potassium tartrate, intramuscular 
injections of desoxycorticosterone acetate, parathyroid and penicillin and oral 
administration of vitamins A, B: and C. No improvement was noticed until local 
application of desoxycorticosterone acetate, 20 mg. per hundred cubic centimeters, 
and simultaneous oral administration of vitamin C (1,000 mg. per day) were started. 
Improvement was especially noticeable when the ointment containing the desoxy- 
corticosterone acetate was applied. The patient gained considerable weight recently. 
Histologic studies of the local effect of desoxycorticosterone acetate are in 
progress. 


Determinations for Glucose and Vitamin C 


Time of Determination 


DISCUSSION 


Dr. Geratp F. Macuacek: As the histologic structure is characteristic, the 
diagnosis of benign pemphigoid eruption must be accepted. 

Dr. ANntHoNy C. Crpottaro: The histologic diagnosis of several biopsies 
must be accepted, but clinically this looks like pemphigus foliaceus. 

Dr. Frank C. Comes: I agree with the diagnosis as presented. 

Dr. Howarp Fox: It would be extremely difficult to make a clinical diagnosis 
now. I do not see any signs of pemphigus foliaceus. This disease is rare in this 
country as compared with Brazil, where I saw 6 typical cases in one ward of a 
hospital in Sao Paulo. 

Dr. Georce M. MAcKEE: The diagnosis must be accepted because of the histo- 
logic picture, but it is the most remarkable case of Hailey’s pemphigus that I have 
ever seen. This is a generalized eruption, with discrete isolated patches. Every 
patient that I have ever seen with pemphigus foliaceus has had a universal eruption. 

Dr. Eucene F. Traus: It was my impression that pemphigus foliaceus was 
a terminal process and that a patient with this disease seldom survives. That 
would be an outstanding reason against the diagnosis for this patient. It has been 
said that ordinary pemphigus or pemphigus vulgaris may make the transition into 
pemphigus foliaceus, but for the latter disease to make a transition in the opposite 
direction, with discrete bullous lesions, does not seem possible. Therefore, the 
original diagnosis of pemphigus foliaceus would have to be excluded as a possi- 
bility in this case. If this case is proved to be of the benign bullous pemphigus 
described by Hailey, then it will be a most unusual one. 

Dr. Grorce C. ANDREWS: I agree with the diagnosis as presented. This is a 
generalized widespread type of the so-called familial benign pemphigus. 
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Dr. Maurice J. Costetto: I have had the opportunity of seeing this patient 
presented four times. I have a distinct recollection of dime-sized to quarter-sized 
half-circles, composed of tense vesicles and bullae and surrounded by erythematous 
halos. I never had the impression that he had pemphigus foliaceus, but in view 
of the peculiar clinical picture he may well have a generalized case of Hailey’s 
disease. The eruption now bears no resemblance to what he presented originally ; 
he is now healthier looking and the eruptions have improved remarkably. 

Dr. FrepeRicK Reiss (by invitation): I am sorry that I did not bring the 
histologic slides; these are typical. Dr. MacKee emphasized the most important 
feature which distinguishes this disease from pemphigus foliaceus; the spreading 
factor is one of the most important characteristics. In pemphigus the spreading 
factor is 50 to 60 mm. in diameter in twenty-four hours; in this case it is only 
2 mm. in diameter. The increase of potassium and the slight decrease of sodium 
indicate at least a functional involvement of the adrenal cortex. Other features 
which are important and distinguish it from pemphigus are the increase in volume 
of blood and plasma and the high values of protein, so that even without typical 
histologic proof one could rule out the presence of pemphigus foliaceus. The 
patient received ascorbic acid, and the improvement definitely appeared after large 
doses of vitamin C were administered. 

Dr. Georce M. Lewis: There was never any question of this being pemphigus 
vulgaris. The bullae were superficial, and, while numerous, they ruptured rapidly, 
so that one had difficulty in finding unruptured lesions. That accounts for the 
appearance when he was first observed and studied. The generalized involve- 
ment, the lack of familial history and the observations of Dr. Reiss are of great 
interest in this case. 


Myxosarcoma. Presented by Dr. Grorce M. Lewis. 


This case was previously presented at the meeting of the Manhattan Derma- 
tological Society, Oct. 13, 1942, as one of myxomatous degeneration. 

S. S., a woman aged 69, is presented from the New York Hospital, with 
cutaneous lesions affecting the right hand and forearm. She has had osteo- 
arthritis for many years. The cutaneous lesions were first noted five years ago. 
At first they appeared to increase in size after hard work. Many of the lesions 
have become progressively harder. The examination discloses a mixture of soft 
and firm irregularly shaped masses on the right hand and forearm. There is some 
redness of the overlying skin. Some lesions appear bound down to underlying 
tissue. The surface of the skin over some of the lesions shows milium-like pinpoint 
elevations. The biopsy shows that diffusely scattered throughout the cutis are 
numerous myxomatous cells, in which little but nuclei can be seen and which have 
characteristic amorphous tails. These appear to lie free in vacuolated spaces, which 
are separated by gray filmy shreds of tissue. The fibrous tissue stroma has been 
largely replaced by this myxomatous tissue and appears to be broken up. The 
myxomatous reaction is rather more diffuse than it would be were this a circum- 
scribed nodule or tumor. Roentgenologic studies revealed a substernal thyroid, an 
enlarged heart, normal lung fields and arthritis of the hand. The Wassermann 
reaction of the blood was negative. 

DISCUSSION 


There was no discussion. All agreed on the diagnosis. 


SOCIETY TRANSACTIONS 


George C. Andrews, M.D., President 
George M. Lewis, M.D., Secretary 
Jan. 22, 1946 


A Case for Diagnosis (Fibrosarcoma?). Presented by Dr. Paut E. BecHert. 


W. F., a man aged 45, stated that ten years previous to examination he had 
noted a small nodular lesion on his back, which grew to the size of an orange in 
approximately two years. The lesion was excised, but a recurrence was noted 
almost immediately after the wound had healed. When first seen, Jan. 7, 1946, the 
lesion was a rectangular-shaped tumor, about 180 mm. in length, 90 mm. in width 
and 70 mm. high. The tumor mass consisted of various hard nodules, presenting 
somewhat the appearance of a bag full of marbles. Its clinical appearance was 
typical of fibrosarcoma, but the histologic diagnosis was fibroma. In view of the 
prompt recurrence, which took place immediately after excision, and the rather 
rapid growth of the tumor recently, plus its present lobulated appearance, I would 
strongly favor the diagnosis of fibrosarcoma. 


DISCUSSION 


Dr. Frep Wise: I believe that this type of lesion falls into the group of 
so-called dermatofibroma protuberans. Despite the fact that such growths are 
presumed to be relatively benign, they may become malignant. 

Dr. A. Benson Cannon: I think that Dr. Bechet is correct in assuming the 
growth to be fibrosarcoma and that it is relatively benign. The long duration of 
the lesion and its slow growth would indicate this. 

Dr. JoHn C. GRAHAM: It seems to me that this is a fibrosarcoma. In spite 
of recurrence it would be justifiable to excise the lesion a little more widely, and 
probably this would result in a cure. 

Dr. Eucene F. Traus: I believe that the best treatment would be to remove 
it with the electric cutting current; this could be done, since it is not attached. It 
could be removed in toto under local anesthesia. 

Dr. Geratp F. Macuacek: Fibrosarcoma is probably the correct diagnosis. 
This is a highly cellular tumor. 

Dr. Georce C. ANDREWS: I agree with the diagnosis. However, the terminol- 
ogy used here is somewhat confusing. One would call this a fibrosarcoma or 
dermatofibroma protuberans. Dr. James Ewing called such tumors neurogenic 
sarcomas. These tumors have a tendency to recur and sometimes are incurable, 
recurring time and again after wide excision. I imagine that this can be cured, but 
I would not be surprised if there were another recurrence. 

Dr. Paut E. Becuet: I appreciate the discussion. The case was presented 
for diagnosis because of the histologic diagnosis of fibroma. The history of 
immediate recurrence after excision, recent rapid increase in size and extent and 
the presence of a lobulated mass of tumors of various sizes were sufficiently 
definite to prove the existence of a low grade malignant growth rather than an 
ordinary fibroma. In my opinion, fibrosarcoma is the correct diagnosis. I shall 
recommend a more thorough excision of the tumor than the one performed eight 
years ago. 


Tuberculosis Disseminata Miliaris Faciei. Presented by Dr. A. BENSON 
CANNON. 
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Extensive Lupus Vulgaris. Presented by Dr. Georce C. ANDREWS. 


E. O. W., a man aged 40, presented an eruption which began at the age of 5, 
following vaccination on the left arm. During the past thirty-five years this patch 
has gradually increased, until at present it covers almost the entire arm. Following 
razor cuts on the face, patches developed on the right cheek and neck and have 
spread over the entire right ear, right cheek and right side of the neck. After an 
injury to the back, sustained by falling on a skate while playing hockey, a patch 
developed there which has now extended over an area of 20 cm. in diameter, the 
central portion of which is ulcerated. The patches themselves are sharply 
demarcated, elevated, somewhat indurated, brownish red and scaly. Typical 
“apple-jelly” papules can be seen in the skin near the large patches. The right 
ear has been largely destroyed by the disease. ; 

The diagnosis has been confirmed by biopsy. 


Chronic Urticaria. Presented by Dr. Ray H. Rutison. 


The case is presented as of chronic urticaria, showing relief of itching and dimi- 
nution in the eruption with the use of “benadryl hydrochloride” N. N. R. (diphen- 
hydramine hydrochloride). Suggestions as to any further measures that may 
determine the cause and eliminate it are requested. 


DISCUSSION 


Dr. Maurice J. CosteLto: Patients with chronic urticaria may respond to the 
oral administration of dilute hydrochloric acid, 10 minims (0.62 cc.) in a glass of 
water, three times a day after meals. 

Dr. ANTHONY C. CrpoLLARO: Some physicians advocate the use of “hapamine” 
(a chemical combination of histamine and despeciated horse serum). One physician 
died of shock following “hapamine” injection. 

Dr. Paut E. Becuetr: In reference to Dr. Cipollaro’s remark about 
“hapamine,” I would like to state that after having tried everything recommended 
for urticaria in a chronic case of several years’ standing, I used “hapamine”; 
within four or five days the patient appeared entirely well. My elation over this 
spectacular result was soon dissipated, for five or six days later the urticaria had 
returned in full bloom. Ten days of treatment with “hapamine” gave no therapeutic 
results whatsoever. 

Dr. Georce M. Lewis: A considerable number of patients do very well with 
hydrochloric acid. Orr, in Canada, reported a large series of cases in which he 
had carried out gastric analyses to show that hydrochloric acid is effective enough 
in approximately 50 per cent of patients with urticaria. 

Dr. Georce C. ANprews: I have seen benefits derived from “hapamine” and 
also from “benadryl.” These drugs have certainly given relief in many cases of 
urticaria under my care. 

Dr. Ray H. Rutison: I am grateful for the suggestion about hydrochloric 
acid and will try it. In regard to “benadryl,” it is a new synthetic drug which 
detoxifies histamine and so gives the patient relief from itching. It sometimes 
causes lassitude and drowsiness in persons who are overtired from lack of sleep 
due to discomfort. I do not believe that “benadryl” should be considered a failure 
because the patient still has urticaria. There has never been any claim that it 
removed the underlying sensitization. What it does do is relieve itching and give 
the patient relief while the search for the underlying cause is continued. 
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Hemangiopericytoma: Recurrent, Cutaneous, with New Subcutaneous 
Growth, Following Sufficient Radon Therapy. Presented by Dr. Frep 
WISE. 

P. C., a 5% year old boy, was registered at the Skin and Cancer Unit on July 
18, 1944, presenting a growth on the nose of one year’s duration. The patient is 
presented again because of the recurrence of the lesion to its original size after it 
had undergone almost complete involution following treatments with radon, 
because of the failure of further radon applications and because of a new sub- 
cutaneous growth which had developed since. The latter growth was noticed by 
his mother in November 1945. In December the patient fell on his nose, after 
which the growth became much larger, but subsided to its present size. There 
has been no change in the growth for the past month. 

The patient was referred to the radium clinic of the Post-Graduate Hospital 
for treatments. On Dec. 27, 1944 he received surface application of 64 millicuries 
of radon, filtered through 0.4 mm. of platinum, 1 mm. of brass and 2 mm. of 
wood, at a distance of 0.475 cm. and for one and one-quarter hours, to the distal 
septum of the nose. On Jan. 25, 1945, 96 millicuries of radon, filtered through 
1 mm. of platinum and 2 mm. of wood, at a distance of 0.45 cm. and for fifty-five 
minutes; on March 1, 96 millicuries, filtered through 0.25 mm. of platinum, 1 mm. 
of brass and 2 mm. of wood, at a distance of 0.475 cm. and for fifty minutes, and on 
April 17, 96 millicuries of radon, filtered through 1 mm. of platinum and 2 mm. of 
wood, at a distance of 0.45 cm., were applied for forty minutes to the distal septum 
of the nose. On May 17 there was a definite reduction and fading of the growth. 
On September 27, 96 millicuries of radon, filtered through 1 mm. of platinum and 
4 mm. of brass, at a distance of 0.65 cm., were reapplied for one and one-quarter 
hours. On December 5 the patient was referred back to the department for 
cutaneous diseases for an opinion as to future treatment, because the “lesion had 
had a fair test of radiation but seemed to be enlarging rather than regressing as 
it originally did.” 

Today the patient presents, on the base of the front of the soft septum of 
the nose, extending to the upper lip, a raised large pea-sized growth, purplish, with 
some telangiectatic capillaries. The growth is hard and is attached to another 
square-shaped subcutaneous growth, which extends to the inner surfaces of the 
nares, occupies the upper half of the lip, of about 0.75 cm. in thickness, and extends 
upward about 1 cm. within the nose. This growth is also solid, hard, freely 
movable and painless. 

Nore.—The patient was previously presented before the New York Dermato- 
logical Society on Dec. 19, 1944, and before the Manhattan Dermatologic Society 
on Jan. 9, 1945, by Dr. Fred Wise. 


. DISCUSSION 


Dr. AntHoNy C. Crpottaro: Treatment will depend on the results of the 
histologic examination. If this is a benign tumor, without signs of growth, I think 
that it could be left alone, because operation would involve a great deal of tissue 
and cause a considerable amount of deformity; but if there is any tendency for 
this type of tumor to grow, then I would advise excision rather than radiation. 

Dr. Frank C. Compes: I cannot conceive of this child’s going through life 
this way. I think that excision with plastic surgery is the only solution. 

Dr. Georce C. ANpREws: I would like to suggest, if this has not already 
been done, that this child be seen in consultation with Arthur Purdey Stout, who 
was the first to describe hemangiopericytoma. He is a surgeon and a pathologist 
and is in a better position to give an opinion on this than any one else. In regard 
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to radiation that has been given, it was not stated whether plaques or tubes were 
used or what the size of these were. The distance of the radium from the skin 
was only 3 to 4 mm., practically in contact, and it does not seem right to me that 
a lesion of this depth should receive treatment from such a short distance from 
the skin. It should be done at a distance of at least 2 to 3 cm. Better results 
would be obtained if it were given at that distance, using the same filtration. The 
increase in distance increases the depth dose. This lesion goes down several 
centimeters in depth. The radiation has been well given; there is not any injury 
to the skin. I think it wise to stop, because from the figures I believe that the 
point of skin ,toleration has been about reached. Of course, radium implants . 
could be used interstitially. 


Tinea Capitis in an Adult. Presented by Dr. Grorce M. Lewis. 


Miss L. H., a woman aged 59, has been a Young Women’s Christian Association 
worker in China and India for many years. She noticed a lesion on the right side 
of her neck and slight itching of the scalp, followed by sensitive lesions which 
appeared over the scalp. The duration of the disease of the scalp is estimated at 
from two to six months. 

Examination revealed some areas of redness and scaling, and over the occiput 
was an area in which there was apparent loss of hair. Under examination with 
filtered ultraviolet rays there were revealed scattered small areas of characteristic 
fluorescence. The organism cultured is Microsporum lanosum. 


DISCUSSION 


Dr. Georce C. ANnpREws: This patient reminds me of a woman whom I 
presented before this society on Jan. 23, 1945. She had a similar disease of the 
scalp, also of one finger nail, and a patch on the hand. After about three years 
I had to epilate with roentgen rays. This cured the disease of the scalp. But 
removal of the finger nail on two occasions did not cure the disease there. The 
inflammatory irritation caused by the fungus is characteristic. This patient was 
treated with diethylstilbestrol for at least six months, without any improvement 
whatsoever. I gave as large doses as I dared; in fact, metrorrhagia occurred and 
caused me to stop the treatment. 


A Case for Diagnosis (Granuloma Annulare?). Presented by Dr. FRED 
WISE. 


K. E., a woman aged 52, registered at the Skin and Cancer Unit on Jan. 3, 1946, 
presenting lesions of three and one-half year’s duration. There is no history of any 
previous cutaneous disease. Her general health has been good. There is no 
history of tuberculosis in the family. ee ‘ 

The lesions began as a “small flat pimple” on the inner and upper surfaces 
of the right arm. It began to enlarge to the size of a silver dollar within a period 
of a few months. A year later the eruption appeared on the corresponding area on 
the left arm and three months later, in the left and then in the right cubital 
region. About two years ago it appeared on the inner surfaces of the thighs; six 
months later it developed on the outer surfaces of both legs and four months ago 
in the groins. The lesions have never regressed and are still continuing to enlarge. 
There are no subjective symptoms. 

The patient presents roughly symmetric lesions in both axillas, arms, cubital 
areas, upper and inner surfaces of the thighs, inguinal regions and the middle of 
the posterior surfaces of the calves. The lesions consist of pea-sized to finger 
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nail-sized to large diffused patches, one of them almost encircling the upper third 
of the left thigh. The lesions vary from purplish red of the newer lesions, as those 
in the groin, to dull red of the older patches. They are flat or slightly raised and 
are usually located horizontally. Some of, them are solid throughout, while others 
have a netlike arrangement at the periphery, enclosing normal-appearing integument 
in between. The lesions are soft and either not infiltrated or only slightly thickened 
in some areas. There is only slight fading in color on diascopic pressure. The 
newest lesions, in the groins, with numerous satellite lesions, are more purplish. 


Results in the routine laboratory tests are normal, except for moderate hypo- 
chronic anemia. The blood plasma contained 1.4 mg. of vitamin C (normal 0.7 
to 1.4) per hundred cubic centimeters. 

The histologic section taken from the left arm and examined by Dr. Charles F. 
Sims was interpreted as “suggestive of granuloma annulare.” The description 
was as follows: “At one end of the section was an arciform arrangement of 
cellular reaction in the upper and middle layers of the corium. The cells composing 
the reaction presented a vesicular type of nucleus with one or more nucleoli and a 
narrow rim of pale pink-staining cytoplasm. Some granular degeneration of the 
collagen was observed. The vessels in the upper and middle layers of the corium 
were dilated; their walls were edematous, and they were surrounded by a sparse 
nonspecific cellular reaction. The epidermis revealed no noteworthy changes.” 

Intradermal injections of old tuberculin elicited a negative reaction in dilution 
of 1 to 100,000 and a 1 to 2 plus reaction in dilution of 1 to 10,000. 


The Wassermann reaction of the blood was negative. 


DISCUSSION 


Dr. Frank C. Comspes: Whert one thinks of granuloma annulare clinically, one 
usually thinks of the type seen in children and young adults. However, in adults 
this disease varies considerably in its manifestations, in some instances presenting 
a picture that is often associated with sarcoid. The nosologic position of granuloma 
annulare has never been definitely established, and there are many who consider it 
related to tuberculosis, while others interpret it as a manifestation of erythema 
multiforme. Although the lesions of this patient resemble sarcoid, I believe that 
the eruption is actually an instance of granuloma annulare. 

Dr. Paut E. Becuet: I agree with the tentative diagnosis of granuloma 
annulare. The lesions present the usual sharply outlined circinate areas, with the 
thick raised borders of ordinary granuloma annulare. Aberrant types of this 
dermatosis have recently been presented at various dermatologic societies. There 
are a number of instances in which this disease is extensive enough to cover large 
areas of the body with large patches. The concept that granuloma annulare with 
complete or broken annular lesions occurs only on the back of the hands and about 
the elbows is changing. 

Dr. Frep Wise: The diagnosis in this case was based only partly on the 
histologic study, which is not sufficient, and another biopsy will be done. There 
have been articles by British dermatologists reporting cases in which almost 
the entire body was involved, to a greater or lesser extent, in adults, not in infants: 
The presenting diagnosis was the closest one which I could entertain. 


Erythema Multiforme (Johnson-Stevens Type). Presented by Dr. Grorce 
M. Lewis. 
T. D., a white woman aged 28, is presented from the New York Hospital. In 
April 1944 she noticed increased lacrimation in both eyes and felt an itching sensa- 
tion in the nose and vagina, from which there was no discharge. The family 
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physician diagnosed an allergic disease. The patient was treated with wet com- 
presses and ultraviolet radiation, but after two days a rash appeared over the 
body and she was sent to the Willard Parker Hospital, with measles as the diag- 
nosis. There the eruption became vesicular and pustular and spread to the arms, 
the legs and the back. The patient’s condition was critical for three and one-half 
weeks, with temperature rises to 103 F. The conjunctivas were red and edematous, 
The lips, tongue and buccal and pharyngeal mucosa were the sites of necrotic 
lesions, and the pharynx was filled with a mucous secretion. Later, the patient 
was unable to open her eyes; any attempt to do so resulted in tearing off skin from 
the lids. The nose was obstructed; the mouth and tongue were necrotic and 
edematous. There was an erythematous rash over the whole body; the epidermis 
was loose and vesicular, and in places bullae formed. The urine was grossly 
bloody; the patient had a cough, and the lungs were filled with course rales. 
She was seen by an ophthalmologist, who noted complete destruction of the 
conjunctival epithelium and adhesions between the palpebral and the bulbar con- 
junctivas. In May she lost five toe nails, and by the time she was discharged 
from the hospital on June 12, most of the nails of the fingers and toes were loose 
or had come off altogether. The mucous membrane of the mouth and tongue was 
still red and thickened. The eyes showed improvement. There was a scar over 
the right cornea; the left seemed to be clearing, although vision was poor. She 
had received, while in the Willard Parker Hospital, 1,100,000 units of penicillin 
1 and several plasma transfusions. The patient was later treated at the New York 
Eye, Nose and Ear Infirmary, where she received local *treatment and also roentgen 
i ray therapy for her eyes. In July 1945 the patient came to the New York Hospital. 
| In November her eye had deteriorated to the extent that the cornea of the right eye 
| was perforated with prolapse of the iris, so that the diseased eye had to be 
enucleated. The left eye is the site of conjunctivitis and iritis. There are also 
leukoplakia-like changes of the tongue and loss of all the nails of the fingers and 
toes. The Wassermann reaction of the blood was negative, and the blood cell 
count revealed an increase in eosinophils. 


DISCUSSION 


Dr. A. Benson Cannon: I think that the disease should not be confused with 
erythema multiforme. In my experience, erythema multiforme bullosum is not a 
serious disease, nor do I find such patients very ill. This type of eruption is 
usually accompanied with grave constitutional symptoms and is oftentimes fatal. 
I regard this type of eruption as a clinical entity and due, probably, to a virus 
disease. There was 1 similar case at the City Hospital some years ago that ended 
in complete recovery, and a few months ago a young patient at the Babies Hospital 
with the same disease was discharged greatly improved. The latter patient, in 
addition to local treatment, received large doses of penicillin. 

Dr. J. GarpNER Hopkins: Erythema multiforme is a poor entity. Does 
Dr. Lewis think that the disease in this case is related to erythema multiforme 
of the iris type? Many diseases are thrown into this category. 

Dr. GeraLp F. MACHACEK: I have seen a number of these cases at the Willard 
Parker Hospital and 1 case at the City Hospital. I recall a child in whom fever 
developed and then the Johnson-Stevens type of disease. He was admitted to the 
Roosevelt Hospital, where he was kept alive by transfusions. Later huge hemor- 
rhagic bullae developed. The tongue, buccal mucosa and conjunctivas were 
involved. Varicella developed in a sister of this child. It was my opinion that 
the child had varicella which underwent changes, caused a cutaneous reaction and 
resulted in this severe type of erythema multiforme. 
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Dr. AntHony C. Crpo_taro: I saw 1 case of this disease. The symptoms 
are so different from ordinary erythema multiformie as to constitute an entity per se. 
Perhaps a new name should be given to this syndrome. 

Dr. Frank C. Compes: I agree with Dr. Cipollaro, and I think that it is a 
mistake to label this disease erythema multiforme. It does not remotely resemble 
the disease originally described by Hebra. It impresses me that this may be due 
to a staphylococcus, not unlike pemphigus seen in butchers. 

Dr. Paut E. Becuetr: Erythema multiforme of the bullous type presents, as 
its name implies, a varied clinical picture, just as lupus erythematosus does. 
I cannot see any common causative factor for both erythema multiforme bullosum 
and herpes simplex. 

Dr. JosepH C. HatHaway (by invitation): I believe that this is a definite 
clinical entity. I have always believed that this is a virus disease. There is no 
question that this can be severe and disabling. ‘ 

Dr. Ray H. Rutison: On the basis of the literature one is justified in classify- 
ing this as severe erythema multiforme, but I think that the classification should be 
revised. I do not believe that it is the same disease. 

Dr. A. Benson CANNON: I agree with Dr. Hathaway that the disease is 
probably a virus infection rather than erythema multiforme. 

Dr. Georce C. ANDREWS: It seems to me that this is a typical case of Johnson- 
Stevens disease, as described in 1922-1923. It starts in the eyes with severe exudative 
inflammation, and all the other symptoms develop with increasing severity. The 
eruption resembles the bullous type of erythema multiforme. The disease is often 
fatal. I agree with Dr. Lewis in the diagnosis. I have recently had a patient 
with this disease; results in all examinations, including sedimentation rate and 
the like, were normal, but he was a very sick man. It may possibly be due to a 
filtrable virus, but there is nothing much that one can do. Treatment with penicillin 
may help the secondary infection and complications. Dr. Klauder reported the 
disease first in this country under the title of ectodermosis eruptiva pluriorificialis. 

Dr. Maurice J. Costetto: This disease has been known as Johnson-Stevens 
disease for years. It has also been described under the name ectodermosis erosiva 
pluriorificialis and erythema exudativum multiforme bullosum. I saw this patient 
several days after she was admitted to Willard Parker Hospital. Penicillin was 
administered to her on my advice, when it was difficult to obtain. I believe that 
this «drug saved her life by controlling the secondary infection. Contact lenses 
were inserted to prevent adhesions between the bulbar and palpebral conjunctivas. 
I have seen over 25 patients presenting this type of eruption at the Willard Parker 
Hospital between 1933 and 1945. I believe that it represents a severe bullous type 
of erythema multiforme. I have seen 6 patients die from this disease. 


Radiodermatitis (Keratosis). Presented by Dr. Maurice J. CostEe..o. 


Actinomycosis in the Right Submaxillary Region. Presented by 
Dr. AntHony C. CIPOLLARO. 


A Case for Diagnosis (Lupus Erythematosus Profundus?). Presented by 
Dr. Maurice J. 
W. T., a man aged 57, had a lesion in the left infraorbital region for the past 


three months and another lesion in the right upper buccal pouch for the past ten 
days. The former lesion is button shaped, dull red, elevated, sharply circumscribed 
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and somewhat soft, the surface of which is covered with many closely aggregated 
warty papillomatous excrescencés interspersed with hemorrhagic puncta. There 
is a suggestion of a softish shiny border at the upper inner angle. There is a 
similar lesion in’ the upper right buccal pouch, the center of which is ulcerated, 
having a grayish granular base. There are a few soft superficial aphthous-like, 
pinhead-sized to pea-sized lesions on the buccal mucous membrane on the right 
side, running from the right angle of the mouth to the larger lesion. 


The patient has a chronic productive cough and has lost about 12 pounds 
(5.4 Kg.) in weight, but acts and feels well. He now weighs 138 pounds (62.6 
Kg.). (The following additional information was received subsequent to the 
meeting of the Society.) 

A biopsy specimen was reported on by Dr. Fred D. Weidman as follows: 


Microscopic Description—“There was evidence of impending ulceration at one 
end of the section, where the epidermis was thin and the hyperkeratosis ceased. 
The surface of the skin was definitely uneven, as though it might have been slightly 
verrucous clinically. The epidermis exhibited pseudoepitheliomatous hyperplasia, 
with the interpapillary pegs extending deeply, some of them approaching the level 
of the sweat glands. The pegs were extremely irregular in form, and the basement 
membrane around them was frequently disrupted. However, it did not appear that 
cells were infiltrating from them in truly cancerous fashion. The upper parts 
of the corium were edematous in places and were everywhere diffusely infiltrated 
by lymphocytes, epithelioid cells and a few polymorphonuclear cells. Occasionally 
a definite miliary granuloma was discernible, consisting of a central mass of 
epithelioid cells and a peripheral zone of lymphocytes, together with Langhans’ 
giant cells. 

Comment.—“On histologic examination alone, a diagnosis of tuberculosis, 
syphilis or sporotrichosis could be submitted. The last is questionable because 
suppuration was not sufficiently in evidence. The verrucous character and the 
pseudoepitheliomatous hyperplasia turn the scales somewhat in favor of tubercu- 
losis, but are by no means decisive. 

“Although the size of the infraorbital lesion was not stated, the processes 
probably have been proceeding rather rapidly, so that syphilis must still be 
retained in the picture. In spite of this, the sum total of evidence pointed to tuber- 
culosis, even though the patient is 57 years of age. Acid-fast bacilli were demon- 
strable in oral lesions much more frequently than in those of the skin.” E 


Physical examination of the chest revealed impairment of resonance in the upper 
third anteriorly and posteriorly, diminished breath sounds and a few crepitant rales 
in the apexes posteriorly. Roentgenographic examination of the lungs revealed a 
miliary type of tuberculous infiltration involving the upper four fifths of the right 
lung and the upper two thirds of the left lung. There was a small tangerine-sized 
multiloculated thick-walled cavity in the apex of the left lung and a quarter-sized 
' cavity in the upper lobe of the right lung. There was conspicuous tenting of the 
left dome of the diaphragm, caused by old adhesions. The sputum was positive 
for tubercle bacilli, and the Wassermann reaction of the blood was negative. 
Apparently, the lesion in the apex of the left lung was old, because in addition 
to presenting that appearance on the roentgenogram, the patient, when questioned, 
admitted having had a “bad” persistent cough about five years ago. It was evident 
that the miliary type of dissemination of the disease was of fairly recent occur- 
rence. An effort at case finding revealed that a daughter had tuberculous pleurisy 
with effusion for several years. Roentgenograms of the lungs of another daughter 
and a son did not reveal tuberculosis. It is a remarkable fact that this patient 
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appeared to enjoy good health in spite of his severe pulmonary, orificial and 
cutaneous tuberculosis. 
DISCUSSION 

Dr. Frep Wise: I think that the lesion on the face more closely resembles an 
epithelioma. As for the lesion in the mouth, I would not venture to make a diag- 
nosis on the short inspection I made. 

Dr. THomas N. GRAHAM (by invitation): One should consider the diagnosis 
of tuberculosis in this case. I think that a biopsy should be done. Clinically, 
syphilis might also be considered. 

Dr. A. Benson Cannon: I agree with Dr. Graham that tuberculosis would 
probably explain both the oral and the cutaneous lesions. The patient is thin, has 
a decided pallor and has lost considerable weight. The ulceration in the mouth, 
while not painful, is rather large, with a central necrotic area and a verrucous 
border. The lesion on the cheek is a verrucous granulomatous type of lesion, 
apparently involving all layers of the skin, and has an areola of dark redness, such 
as one might expect in tuberculosis varicosis cutis. 

Dr. Paut E. Becuet: The lesion on the face is raised, with an elevated 
border, and deeply indurated. The disease coincides with that in the cases reported 
by me under the title lupus erythematosus hypertrophicus et profundus (Arch. 
Dermat. & Syph. 45:33 [Jan.] 1942). I do not know what the lesion in the mouth 
may be. 

FOLLOW-UP REPORTS 


A Case for Diagnosis (Granuloma Pyogenicum? Sarcoma?). Presented by 
Dr. Grorce M. MacKee Oct. 23, 1945. 


At the October meeting I presented this boy (M. U., aged 12) with angio- 


pericytoma of the back, with multiple lesions in a silver dollar-sized group. These 
lesions have disappeared as a result of two treatments with roentgen rays, one 
month apart, consisting of 400 r at 120 kilovolts through a 1 mm. aluminum filter. 


George C. Andrews, M.D., President 
‘George M. Lewis, M.D., Secretary 
Feb. 26, 1946 


Nevus Papillomatosus et Cerebriformis Multiplex. Presented by Dr. FRep 
WISE. 


A. K., a white 3 month old girl, presented a soft nevoid tumor mass involving 
the whole of the left ear, adjacent skin of the cheek and supra-auricular and post- 
auricular areas, together with a portion of the parietal region of the adjacent 
part of scalp. 

The growth involved an area approximately 3 by 5 inches (about 7.6 by 12.7 
cm.) in extent. The entire ear was covered by an elevated soft lobulated yellowish 
tumor mass, with satellite lesions on the cheek and temporal region and with areas 
of unaffected skin separating them from the large auricular mass. The parietal 
area of the adjacent part of the scalp showed flattened somewhat more vascular 
areas; the mother stated that the latter had apparently regressed spontaneously. 


DISCUSSION 


Dr. Maurice J. Costetto: I think that the soft lesion over the left eye is 
a congenital cyst. The child also appears to have a bony defect on the left fronto- 
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parietal region. I think that an extensive plastic operation will have to be per- 
formed, but I doubt whether the result will be good. 

Dr. A. Benson CANNON: I think that surgical removal is indicated. 

Dr. Frank C. Compes: It is interesting that the mother was so insistent that 
the lesion on the scalp was fading spontaneously. Surgical intervention and plastic 
operation will have to be resorted to. 


A Case for Diagnosis (Ichthyosis and Parapsoriasis?) Presented by Dr. 
Frep WISE. 


Miss M. F., aged 13 and of Italian parentage, has had a mild form of ichthyosis 
of the extremities and xerosis of the trunk since infancy. The general health has 
been good; she had measles at the age of 7 years. In 1940 she was hospitalized, 
at which time a roentgenogram showed evidence of an old fracture of the frontal 
bone of the head. Treatment with topical remedies during hospitalization failed 
to affect the eruption. 

Examination showed three different forms of eruption: (1) mild generalized 
ichthyosis and xerosis, (2) many scattered macules, varying from 1 to 4 cm. in 
diameter, on the trunk and extremities, which were rather sharply circumscribed. 
yellow to light brown, somewhat scaly, not infiltrated and oval and discoid in out- 
line, and (3) a patch on the right side of the forehead, approximately 3 by 5 
inches (about 7.6 by 12.7 cm.) in size and fairly well demarcated, and a similar 
patch on the left scapula. These areas showed a surface which was smooth, glazed. 
somewhat edematous and lighter than the adjacent normal skin. A resemblance to 
macular leprosy was suggested by several observers. Fairly well pronounced 
adenitis was noted in the neck and groins. 


Histologic section of a macule from the flexor surface of the right arm showed 
only a banal superficial inflammatory process. A section from the glazed lesion 
on the forehead will be obtained later and reported on at a subsequent meeting. 


DISCUSSION 


Dr. Howarp Fox: I am inclined to think of some eruption due to drugs. 
although I have no idea as to the particular drug involved. 

Dr. Paut E. Becuet: I believe that the diagnosis of parapsoriasis should be 
considered. The scaling and clinical appearance of many of the lesions are charac- 
teristic of the en plaque variety. 

Dr. Ray H. Rutison: I agree with the diagnosis of parapsoriasis. 

Dr. Georce M. MacKee: The eruptions might be parapsoriasis, as suggested 
by Dr. Bechet. 

Dr. Frep Wise: The clinical diagnosis of parapsoriasis has been entertained. 
but the histologic observations do not suggest that dermatosis. 


A Case for Diagnosis (Psoriasis Bullosa? Psoriasis with Superimposed 
Erythema Multiforme? Psoriasis with Superimposed Dermatitis 
Medicamentosa?). Presented by Dr. ANtHoNny C. CIPoLLaro. 


M. M., a white woman aged 40, was first seen by me on Feb. 20, 1946, because 
of an eruption of one year’s duration. It first started on the nose and gradually 
spread onto most of the face. During the past two months lesions have developed 
on the trunk and extremities. During the past month she has been taking a great 
deal of acetylsalicylic acid and “Stokes expectorant.” For the past seven years she 
has had arthritis, which is under control now. 
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The patient now presents bright red glistening patches, irregular in contour, 
nonelevated and affecting most of the face. There are some psoriasiform scaly 
and erythematous patches on the scalp. On the trunk and extremities are lesions, 
round or oval in shape and varying in size from that of a split pea to that of a half- 
dollar. Some of these lesions are conglomerate. The periphery of the lesions 
appears to be scaly and crusted. The central portions of the lesions show some fresh 
bullae and some bullae in the stage of involution. These appear to be lesions of 
psoriasis with superimposed bullous lesions, probably caused by the ingestion of the 
medicaments which she has been taking. On the lower extremities are many discrete 
bright red lesions, which do not disappear when pressed. They appear to be lesions 
of purpura. These lesions are probably also caused by the ingestion of medicaments. 

The whole picture seems to be that of psoriasis in an arthritic patient, whose 
lesions appear to be bullous and multiform in character, caused by the ingestion 
of large quantities of acetylsalicylic acid and the expectorant. 


DISCUSSION 


Dr. A. Benson Cannon: I agree that the case is one of psoriasis with sec- 
ondary dermatitis. I think that it will be interesting to observe the effects of the 
dermatitis on the course of the psoriasis. 

Dr. FRANK C. Combes: This case impressed me as being an illustration of how 
the skin of a patient with psoriasis reacts to various noxae. In this instance, the 
precipitating factor was a medicine and the cutaneous reaction was in the nature of 
a psoriatic lesion. This is an example of Koebner’s phenomenon. According to the 
French school, “There is no psoriasis, just the psoriatic.” 

Dr. Maurice J. Costetto: If this is psoriasis, and certainly the individual 
lesions resemble it, only the exposed areas were affected. Lupus erythematosus 
is seen in these areas. 

Dr. Georce M. MacKee: I wonder whether the bullae might have been caused 
by strong topical applications. 

Dr. Eucene F. Traus: I wonder whether the question of lupus erythematosus 
has been thoroughly investigated and excluded in this case. Apart from the clinical 
appearance of the lesions and their location, which is somewhat against the diagno- 
sis of psoriasis, the atrophy, which seems to me to be present, would be 
an important point for lupus erythematosus and against psoriasis. It seems to 
me that the fact that the patient had a questionable history of psoriasis four years 
ago has been too influential in arriving at that diagnosis at present. 

Dr. AntHony C. Crpottaro: The patient had arthritis five years ago. The 
psoriatic lesions appeared within the last year or two. I saw her about a week 
ago, and she had bullous lesions and the remnants of bullae in the psoriatic lesions 
on the arms. The face was clean and shiny, as it is now. The lower extremities 
showed purpuric lesions. At first I could not make a diagnosis; I thought this an 
unusual case of erythema multiforme, but on further observation I thought the 
lesions on the face to be those of psoriasis, and the fact that for the past month she 
had taken a great deal of acetylsalicylic acid and large quantities of the expectorant 
to overcome a cold had caused the lesions to become aggravated, so that 
she had the psoriatic lesions first and the superimposed vesicular and bullous 
lesions after the medication for her cold. After she stopped the use of these drugs, 
the lesions improved a great deal within one week. The only medicament she has 
used for the lesions has been 2 per cent ammoniated mercury ointment. 
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Balanitis Xerotica Obliterans. Presented by Dr. Howarp Fox. 


C. M. B., a salesman aged 42, married and the father of two young children, 
first noticed mild itching at the meatus and a slight discharge about sixteen years 
ago. He consulted a surgeon, who found a pinhead-sized “papilloma” just within 
the meatus, which he cauterized and “snipped off” a week later. The lesion 
recurred at the end of three or four weeks. He then consulted a urologist, who, 
like the first physician, examined the discharge for gonococci, with negative results. 
The urologist then performed a meatotomy in September 1929, followed by treat- 
ment with 300 mg. hours of radium, screened by 1 mm. of platinum. A reaction 
followed a week later, causing soreness and “scabs” for two months. In May 1930 
a second application of radium (200 mg. hours) was given. He remained well for 
the next twelve years, during which period the meatus was dilated occasionally 
by a sound. 

The present eruption first involved the area about the meatus, frenum and 
proximal two thirds of the dorsum of the glans. The lesions about the meatus 
and frenum are hard, waxy and smooth, with some tenderness of the meatus. There 
are no telangiectases or other evidence of ill effects from the former treatment 
with radium. The meatus is somewhat displaced toward the root of the penis, 
and looks like an epispadias. 

One year ago a narrow cordlike band appeared, which completely encircled 
the prepuce. This area is also firm, whitish and nontender and has the appearance . 
of a former circumcision. He had, however, never been circumcised. 

A general examination showed no lesions of lichen sclerosus et atrophicus or 
other cutaneous changes, except slight scaling on the side of the last toe of the 
left foot. His mouth is free of abnormalities. Since the onset of the eruption, it 
has been necessary to use sounds at intervals to prevent the meatus from closing. 
His general health is good, and an examination of the urine and blood showed 


nothing abnormal. 
DISCUSSION 


Dr. Frank C. Compes: This is the first case of this kind that I have ever 
seen. I have often wondered, in view of the article by Elizabeth Hunt on kraurosis 
vulvae (Brit. J. Dermat. 48:53 [Feb.] 1936), who presented a number of cases in 
women, why one sees kraurosis more frequently in women than in men. 

Dr. A. Benson CANNON: Inasmuch as the present lesion appeared fifteen 
years after operation for the removal of an intraurethral papule, followed by treat- 
ments with radium, I should consider these procedures as a possible cause of his 
present disease. 

Dr. Howarp Fox: In Dr. Laymon’s article on the subject (Arcu. Dermat. & 
Sypu. 44:547 [Oct.] 1941), either he or the discussers indicated that there are 
three diseases which seem to be impossible to differentiate; apparently all three 
are variants of the same disease, namely, lichen sclerosus et atrophicus, kraurosis 
and balanitis xerotica obliterans. There is no difficulty in differentiating sclero- 
derma and erythroplasia. As Dr. Cannon has pointed out, this man had some radium 
therapy following his operation for removal of the pinhead-sized lesion about fifteen 
years ago, but all of these lesions about the meatus occurred three years ago and 
the entire eruption around the foreskin occurred within the past year. It seems to 
me a long time for after-effects to develop. This is the only case that I have seen 
in which radium had been used. Dr. Cole, who discussed the presentation of Lay- 
mon, said that he would recommend the use of estrone (“theelin’”). 


| 
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A Case for Diagnosis (Urticaria Pigmentosa? Histiocytoma?). Presented 
by Dr. Maurice J. CosTELo. 


R. K., a boy aged 3% years, was seen by me for the first time on Jan. 3, 1946. 
He presented a lesion in the left lumbar region, which was sharply circumscribed, 
erythematous and slightly infiltrated. It blanched on pressure, and there was a 
suggestion of yellowish tint when this was done. When the lesion was rubbed, 
it became edematous, urticarial and itchy. There has been no disproportionate 
increase in the size of the lesion since birth. Biopsy has not been permitted. 


DISCUSSION 


Dr. GeorGE M. MacKee: I have never seen a case of urticaria pigmentosa 
with but a single lesion. However, the fact that the lesion urticates on friction is 
suggestive of that diagnosis. 

Dr. Georce M. Lewis: I have never seen urticaria pigmentosa limited to one 
lesion, but I do not know what else to call the disease. 

Dr. Frank C. Comses: I concur with the diagnosis of urticaria pigmentosa. It 
is unusual to have just one lesion, but there have been such cases reported in the 
literature. ~ 

Dr. Eucene F. Traus: This struck me as being a relatively superficial ery- 
thematous lesion, and on that basis the diagnosis histiocytoma could certainly he 
excluded, as the latter would be a sharply demarcated deep-seated nodule. As far 
as the diagnosis of urticaria pigmentosa is concerned, the margins of the lesion 
fade away into the surrounding skin. The lesion is not sharply localized, as one 
would expect in urticaria pigmentosa. Furthermore, since this is a single lesion, 
a diagnosis of urticaria pigmentosa from the first and only lesion that has appeared 
seems rather premature. 

Dr. Georce C. ANprews: I agree with the diagnosis as presented. I had a 
patient with a lesion that looked like this one. The biopsy showed the typical 
structure. I think that the color and the urtication after stroking are characteristic. 

Dr. Maurice J. CosteLtto: Dr. Wise, about three years ago, reported such a 
case, in which the patient had six of these lesions, and according to his description 
they were similar to the lesion presented by this child. It shows the xanthomatous 
color in bright light; wheals occur when it is rubbed, and it is pruritic. 


A Case for Diagnosis (Discoid Lichenoid Exudative Dermatosis). Pre- 
sented by Dr. Georce M. MacKeEe. 


H. B., a Jewish man aged 53 and a garment maker ‘by trade, first consulted 
me on June 15, 1945, for an eruption on the nose which began six months previously. 
He had received a long series of treatments with roentgen rays (twenty in all), 
without benefit. There have been periods of remission and exacerbation. 


On the first visit most of the nose was covered with a marginated exudative 
crusted red eruption. Clinically the possibility of lupus erythematosus, Bowen’s 
disease and erythroplasia were considered. He received a course of oxophenarsine 
hydrochloride therapy, during which the nasal eruption improved considerably, 
but an eruption appeared on the glans penis. This eruption was marginated, exu- 
dative and crusted and occupied the entire glans penis. In September a biopsy was 
performed on the nose. Histologic diagnosis was lupus erythematosus. There was 
hyperkeratosis, which extended into the follicular orifices. The epidermis was 
atrophic. There was degeneration of elastic tissue and considerable infiltration of 
ordinary cells, especially around the follicles. A second course of oxophenarsine 
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hydrochloride was given, with some additional improvement of the nasal eruption. 
In December a half-dollar-sized discoid eczematoid lesion developed on the upper 
part of the back. The histologic structure of this lesion was that of eczema. There 
was parakeratosis, acanthosis, spongiosis and infiltration in the cutis, with ordinary 
inflammatory cells. The patient received a course of testosterone propionate, with- 
out benefit. Continuous application of wet dressings have been of some benefit, but 
for the most part topical remedies have been inefficacious. 

There are two marginated lesions on the left side of the nose. These are red. 
One is covered with a scale and one with a crust. They are round and 1 cm. in 
diameter. The entire glans penis and a portion of the shaft are dull red and exuda- 
tive. The large lesion on the back is still present. There are now two marginated 
scaly lesions on the forearms and a split-pea-sized marginated discoid lesion in the 
center of the lower part of the back. These are recent developments. Mycologic 
examination revealed no abnormalities. The hemogram showed the blood to be 
normal except for 10 per cent eosinophils. 

I suspect early chronic discoid lichenoid exudative dermatosis. 


DISCUSSION 


Dr. Georce M. Lewis: The patient mentioned itching, but there was not much 
evidence of it—no sign of scratch marks. I cannot accept the lesion on the nose 
as a part of the rest of the eruption. I think that the nasal lesion is probably lupus 
erythematosus, whereas the remainder of the rash may well be “oid-oid” disease. 


| Dr. Frank C. Compes: I cannot accept this diagnosis. In the first place, 
itching is not a feature. However, I cannot offer any other diagnosis. 

Dr. A. Benson CANNON: I see no evidence to warrant the diagnosis of discoid 
lichenoid dermatitis. I would like to know whether phenolphthalein has been elim- 
inated as being a possible cause. 

Dr. Maurice J. Costetto: I agree with Dr. Lewis. I do not believe that the 
lesion on the nose is the same as the lesion on the body. 

Dr. Georce C. ANprews: I think that it is going far afield to make a definite 
diagnosis of chronic: discoid dermatitis. Two cases have been presented which 
struck me as being definitely of eruptions due to drugs: one of the girl with the 
pigmented spots, called parapsoriasis, and the other of this patient. I think that 
one should reserve judgment as to the diagnosis in this case. Time alone will tell. 

Dr. Georce M. MacKee: Discoid lichenoid exudative dermatosis, abbreviated 
by many as “oid-oid” disease, begins in many ways. At first it may resemble 
dermatitis venenata, dermatitis medicamentosa or dermatophytosis, and other dis- 
eases. There are various ‘phases of the disease—lichenoid, discoid, exudative and 
exfoliative. During these phases the disease may simulate conditions such as 
mycosis fungoides and dermatitis exfoliativa. There may even be a vesicular phase. 
The disease may begin on the penis or, in fact, any part of the body. It occurs 
mostly, if not entirely, in Jewish men over 40 years of age. In this case, an erup- 
tion due to drugs has been ruled out as far as it is possible to do so. The reason 
for my thinking that this might be an example of discoid lichenoid exudative 
dermatosis is that the patient is a Jewish man of the correct age. There is a 
persistent lesion on the penis, and discoid lesions are developing on the trunk 
and elsewhere. The nasal lesion may have been lupus erythematosus, but I am 
more inclined to think that it was a discoid lesion of discoid lichenoid exudative 
dermatosis. The histologic structure may simulate other diseases, such as lupus 
erythematosus, mycosis fungoides and dermatitis exfoliativa. The diagnostic histo- 
logic picture is of a neurodermatitis type of reaction, plus an infiltration containing 
a high percentage of eosinophils and some plasma cells in the papillary body. 
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Idiopathic Macular Atrophy. Presented by Dr. Frank C. Comses. 


S. H., a white man aged 24, is presented with an eruption of approximately 
ten years’ duration. Thirteen years ago he had streptococcic adenitis following an 
attack of tonsillitis. This required incision and drainage. About three years later 
atrophic patches appeared on his back, which have gradually increased to the 
present state. He had a tonsillectomy eight years ago, but has never had rheuma- 
tism or cardiac involvement. 

The patient is well nourished and in good general health, but somewhat under- 
weight." There is no evidence of pharyngeal infection. 

He has about one hundred flaccid slightly elevated or slightly depressed flesh- 
colored well defined atrophic patches and macules, varying in size up to 4 cm. in 
diameter and confined generally to his trunk, but a few lesions are present on his 
arms and neck and, recently, on his face. Some lesions are edematous and feel like 
fibromas. 

Physical examination revealed no abnormalities. The Wassermann reaction 
of the blood was negative. The chemical content of the blood, blood cell count 
and observations in the urinalysis were within normal range, as was the basal 
metabolic rate, which in 1940 was —29 per cent. The reaction to the tuberculin 
test was 1 plus in a dilution of 1 to 5,000. The reaction to scarlet fever streptococcus 
toxin was plus-minus. 

DISCUSSION 

Dr. Mauricz J. Cosretto: The telangiectatic nevus on the back so closely 
resembles radiodermatitis that I think that it should be mentioned, because a gen- 
eral practitioner might later conclude that this is radiodermatitis, and from a 
medicolegal point of view it is important to differentiate these two diseases. 


Dr. Howarp Fox: It would be unusual to see such a small area of telangiec- 
tasia resulting from treatment with roentgen rays. No matter what dose is given, 
it is only when it is spread over large areas that telangiectasia may result. 

Dr. Eucene F. Traus: In line with what Dr. Fox said, if this lesion were 
the result of radiation there would have been more atrophy and pigmentation and 
probably less telangiectasia in the patch. Since there is practically no atrophy and 
mostly telangiectasia, I believe that this probably was some type of vascular anomaly 
which has disappeared to this present point. 

Dr. Georce C. ANpREws: I have photographs of this patient in my office, 
which were taken fifteen years ago. The eruption has not changed. It was just as 
pronounced then as it is now. I imagine from what he says that I treated one lesion 
in the region of the right scapula to see what the effect of roentgen rays would be. 

Dr. FRANK C. Comses: The lesion on his back is a nevus telangiectaticus. 


Radiodermatitis Following Radium. Therapy for Nevus Flammeus. 
Presented by Dr. ANTHONY C. CIPOLLARO. 


J. A., aged 37, was first seen by me on Jan. 30, 1946. He gave a history of 
having been treated with radium for a purple stain on his face about thirty years 
ago. Several years after this treatment the skin began showing signs of over- 
irradiation. Within the past few months a scab has developed in one portion of the 
lesion. 

The patient presents an area of radiodermatitis involving the right cheek from 
the lower eyelid to the upper eyelid. There are telangiectatic vessels, areas of 
pigmentation and depigmentation, sclerosis, ectropion and retraction, causing a 
deformity of the lower eyelid and the upper eyelid. He also presents a crusted 
superficial area at the upper portion of the site of the radiodermatitis. 


, 
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DISCUSSION 


Dr. Eucene F: Travus: If I understood correctly, it was stated that the 
crusted area had healed, but it certainly does not appear to me that this area is 
anything more than a crusted ulcer, which may or may not eventually heal. Here 
again is an entire area which probably will have to be excised, because of the 
probability of the development of cancer. It seems to me that it would be wise 
to consider excision of the affected area now, rather than after the cancer develops. 


Dr. Howarp Fox: This is an unusually bad result and shows that radium 
should not be used in these cases. 

Dr. Paut E. Becuer: I have frequently observed radiodermatitis after the 
treatment of nevus flammeus with radium, so that I have never personally used this 
method of treatment. In one particular instance a child was brought to me with 
an extensive unilateral nevus flammeus, completely covering one side of the face 
and neck. Because of its extensive distribution, I advised that it be left alone. 
Ten years later the father again brought his son to me, stating that he had later 
consulted a physician who was not a dermatologist and who had used radium for 
several years. On inspection, several large typical advanced epitheliomas, super- 
imposed on severe radiodermatitis, could be discerned. The burns and the epitheli- 
omatous masses were so deep that paralysis of the facial nerve had occurred. The 
patient did not return; the father later told me that his son had died from general- 

| ized metastases. ° 

Dr. ANTHONY C. CIPOLLARO: The reason for presenting this case was to show 
| what bad results one can get from the treatment of nevus flammeus with radium. 
1 I did not mean to infer that the tissue is now safe and harmless. He has a crusted 
deep lesion under the eye, and I think that it is epitheliomatous. I, too, am in favor 
of having the entire area excised and then following this with plastic surgical treat- 
ment, but the patient is opposed to that idea. 


Poikiloderma Vasculare Atrophicans (Microscopic Diagnosis: Mycosis 


Fungoides). Presented by Dr. ANtHOoNy C. CrPoLLaro. 


E. H., a woman aged 48 and born in the United States, first attended the Skin 
and Cancer Unit on Aug. 24, 1945, at which time she gave a history of having 
had an eruption on various parts of the body for ten years. She has used many 
topical remedies, without appreciable effect on the eruption. The family history 
is irrelevant. The patient has two sons living and well. The only relevant point 
in her past history is the fact that she has had otosclerosis for several years. 

The patient now has lesions in both axillas, on the inner surfaces of the thighs 
and on the abdomen. There are large patches in these areas, made up of many telan- 
giectatic vessels interspersed with small areas of atrophy, and there are also areas 
of pigmentation and depigmentation. The general picture roughly resembles that 
of radiodermatitis. There are no infiltrative patches. There are no plaques simu- 
lating mycosis fungoides. There is no itching, and there are no polycyclic lesions. 
On the left hip are several coin-sized brownish red lesions, with slight infiltration, 
which might possibly suggeSt mycosis fungoides, but the main large patches have 
the typical picture of poikiloderma vasculare atrophicans. 

This patient was previously presented before the Manhattan Dermatologic 
Society in October, by another member of the Skin and Cancer Unit. 

The basal metabolic rate was —5 per cent. The Wassermann reaction of the 
blood was negative. A complete blood cell count was essentially within normal 
range. There was no evidence of thrombocytopenia. The bleeding time was 3.36 
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seconds. The coagulation time was 15 minutes. Blood platelets were 250,000 per 
cubic centimeter. Three biopsies, done on August 21, September 28 and Jan. 28, 
1946, respectively, all showed mycosis fungoides. 


DISCUSSION 


Dr. Eucene F. Traus: This impressed me as being a case of mycosis fun- 
goides. The initial lesion on the knee certainly shows some infiltration, and it is 
not an infrequent occurrence for a poikiloderma-like eruption to be an early mani- 
festation of mycosis fungoides. 

Dr. Howarp Fox: If Dr. Machacek does not believe that this is mycosis 
fungoides histologically, or if he is doubtful about the diagnosis, I would consider 
this a case of poikiloderma vasculare atrophicans. 

Dr. A. Benson Cannon: I agree with Dr. Fox. One ought to remember, 
however, that the disease in few premycosis fungoides cases can be diagnosed 
histologically. 

Dr. Maurice J. Costetto: I think that this patient has the same disease as 
the patient presented by Dr. Wise, and it is probably poikiloderma vasculare. 

Dr. Georce M. Lewis: There were one or two areas that looked indicative 
of mycosis fungoides, and I can visualize the eventual development of this disease. 

Dr. Frep Wise: I am in accord with those who believe that this eruption is 
poikiloderma, and not mycosis fungoides, clinically, but parapsoriasis and poikilo- 
derma might be forerunners of mycosis fungoides. This woman should be kept 
under careful observation in the future. 

When the elder Dr. Jadassohn visited America, we discussed this subject and 
he expressed the view that the diagnosis of mycosis fungoides in its early stages 
is often extremely difficult and that various stains should be used in the prepara- 
tion of sections. 

Dr. AntHoNy C. Crpottaro: One should realize that this patient has clinical 
lesions of poikiloderma. If the histologic study shows mycosis fungoides, then the 
clinical conception of mycosis fungoides and poikiloderma will have to be revised. 
I do not know what the future has in store for this woman, but right now she has 
clinical poikiloderma. 


Erythema Pernio. Presented by Dr. Frep WIsE. 


H. M., a woman aged 25, registered at the Skin and Cancer Unit of the New 
York Post-Graduate Hospital on Jan. 29, 1946, complaining of lesions on the 
fingers, which were present for the second winter. There is no history of previous 
cutaneous disorders nor of frostbite. She is unable to endure the cold and feels 
nauseous and becomes sleepy when chilly. Her feet are always cold. 

All the fingers became affected at the same time. The periungual areas at the 
base of the nails became involved first, and then the other portions of the fingers 
became red and swollen. In summer the lesions completely disappeared. They 
recurred about the middle of November 1945. 

On all the terminal phalanges of the fingers and the knuckles of the right thumb 
and left index and ring fingers, are slightly raised fairly well defined to poorly 
autlined purplish-erythematous patches. They are painless and nontender. The 
lesions disappear completely on light diascopic pressure. There are similar, but 
milder, lesions on the extensor surfaces of the toes, There are white spots in the 
nails and in some of the free nail edges. The lesions have improved considerably 
with the application of an emollient salve. The palms show scattered erythematous 
macules. 
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The Wassermann reaction of the blood and the Kahn reaction were negative. 
The urine was normal. The hemogram showed moderate hypochromic anemia, 
with 12 Gm. of hemoglobin per hundred cubic centimeters of blood, 72 per cent. 
The leukocyte count was 10,600 per cubic millimeter, with a normal differential 
count. The vitamin C in the blood plasma showed a concentration of 0.5 mg. 
(normal 0.7 to 1.4) per hundred cubic centimeters. Intracutaneous old tuberculin 
tests elicited a normal response to a concentration as low as 1 to 100. An intra- 
dermal! injection of 0.1 cc. of pure tuberculin elicited a plus-minus reaction. 

The histologic section was diagnosed by Dr. Charles F. Sims as erythema 
pernio. The description follows: 

The epidermis was somewhat irregular. The vessels of the upper part of the 
corium were moderately dilated, and their walls were edematous and surrounded 
by a sparse nonspecific cellular reaction. There was mild parenchymatous edema 
of the collagen surrounding the affected vessels. 


DISCUSSION 


Dr. Ray H. Rutison: This patient has some vascular abnormality, and the 
cutaneous changes are secondary. 

Dr. Howarp Fox: I agree with the presenter’s diagnosis. However, if I did 
not know that the lesions disappeared in the summer and, if the patient had similar 
lesions elsewhere, I would strongly suspect lupus erythematosus. 

Dr. Frep Wise: There is no lividity to be seen now, because the patient has 
been in a warm room for two hours. When she goes out into the cold again, the 
fingers will become livid. 


A Case for Diagnosis (Granuloma Annulare?). Presented by Dr. Frep WISsE. 


F. S., a woman aged 24, registered at the Skin and Cancer Unit on Feb. 2, 
1946, complaining of lesions on the fingers of five years’ duration. She had “eczema 
as a child, which lasted for some time.” The patient stated that she was working 
with fine steel coils and that she cut herself many times. 

Five years ago the hands and wrists swelled up suddenly. The swelling never 
subsided completely, but gradually and slowly diminished. For the past three years, 
the patient “could not move her hands and fingers” and was told by physicians that 
she had “rheumatoid arthritis.” For the past two years she has been able td move 
her fingers more freely, and they “are nimble.” 

The dorsal surfaces of the distal and middle joints of most of the fingers, and 
the distal joints of the flexor surfaces of the right index, left index and middle 
fingers present irregular pea-sized to larger-sized hard nodular elevated growths. 
Some seem to be attached to the periosteum, while those on the flexor surfaces 
are subcutaneous and move freely with the subcutaneous tissues. When the skin 
stretches the growths, which are flesh-colored, have a whitish appearance. The 
hands seem to be enlarged and widened and somewhat misshapen, particularly the 
middle joints. There are some soft movable swellings at the insertion of the achilles 
tendon at the point of contact with the margin of the back of the shoe, but none 
of the lesions has the color of xanthoma. 

The hemogram showed a normal cell count except for hypochromic anemia 
(11.5 Gm. per hundred cubic centimeters of blood, 69 per cent). , 

The histologic section taken from one of the lesions on the fingers was diag- 
nosed by Dr. Charles F. Sims as granuloma annulare and described as follows: 

The epidermis was moderately and irregularly acanthotic. At several points 
in the corium numerous cells of the wandering connective tissue type, arranged 
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in arciform or circinate manner, were noted. The collagen within the border of 
the circinate configuration appeared to be undergoing some granular degeneration. 
The vessels of the upper part of the corium were mildly dilated and surrqunded 


by a mild nonspecific cellular reaction. 
DISCUSSION 
Dr. Maurice J. Costetio: I believe that these are rheumatic or Heberden’s 


nodes. 

Dr. Frank C. Comses: I agree with Dr. Costello's suggestion. 

Dr. Eucene F. Traus: Despite the histologic structure, which, I understand, 
suggests granuloma annulare, I cannot believe that this diagnosis is correct, since 
these nodules are deep seated about the joints and there is some question as to 
whether they may not even be cystic in character. I would be inclined to believe 
that the lesions are associated with an arthritic process, from which, I understand, 
the patient is also suffering. 

Dr. ANTHONY C. CrpoLLaro: The histologic picture, as I understand it, indi- 
cates that the lesions on the back of the fingers might be granuloma annulare. 
This may begin as single annular lesions, as this patient presents. I believe that 
the suggestions made by the previous discussers should also be considered. 


Lupus Vulgaris (Ultraviolet Irradiation with Kromayer’s Lamp). Pre- 
sented by Dr. ANTHoNy C. CIPOLLARO. . . 


R. S., a woman aged 41 and born in the United States, went to Italy in 1911 
and returned to this country in 1923. She first attended the Skin and Cancer Unit 
on March 5, 1945. She gave a history of having had an eruption for thirty years. 
During this period she was treated in various clinics, without effect on the progress 
of the disease. She has been hospitalized and has had roentgen ray therapy, gen- 
eralized ultraviolet irradiation and injections of starch. 

When first seen at the Skin and Cancer Unit the patient had involvement of 
the entire left side of the face, the submaxillary region, the anterior surface of 
the neck and the ear lobe. The lesions were thickened and ulcerative; infiltrating 
and apple jelly nodules were noted along the advancing margins of the eruption. 
There was considerable scarring in places, but the lesion was predominantly char- 
acteristic of ulcerative and hypertrophic lupus vulgaris. 

The general physical examination revealed no abnormalities. A roentgenogram 
revealed the chest to be normal except for slight central thickening, mainly on the 
lower right side. The sedimentation rate was 26 minutes. A complete blood cell 
count was essentially normal. The Wassermann reaction of the blood was nega- 
tive, as were results of urinalyses. The biopsy confirmed the clinical diagnosis of 
lupus vulgaris. The reactions to tuberculin tests were as follows: 1 plus in a 
dilution of 1 to 1,000,000, 2 plus with 1 to 100,000 and 3 plus with 1 to 10,000. 

Treatment was started with the Kromayer lamp. Twice a week the patient 
received an intense blistering dose of ultraviolet irradiation at close range with 
the water-cooled hot quartz ultraviolet light. Intensive local treatments were given 
twice a week, and at the same time she received generalized ultraviolet irradiation 
with the hot quartz mercury vapor lamp. Substantial improvement was evident 
within a month after this type of treatment was started. The hypertrophy dis- 
appeared, as did the ulcerations. Even the patient’s general health has improved 
greatly under this regimen. 

The purpose of presenting this case is to show that it does not necessarily take 
years of treatment with ultraviolet irradiation to improve patients with lupus 


vulgaris. 
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DISCUSSION 


Dr. Ray H. Rutison: I am sure that everybody will agree that this is a 
good’ result. 

Dr. Georce M. Lewis: When the Kromayer lamp is mentioned, one thinks 
of it as being used with pressure. Perhaps it would be better to describe the type 
of treatment in this case as with water-cooled ultraviolet light at a distance from 
the skin. 

Dr. Howarp Fox: Since. the ulcerative type responds well to roentgen rays, 
I wonder why this agent was not used. 

Dr. Eucene F. Traus: Results in this case have been achieved by using the 
Kromayer lamp without pressure. In the past the chief reason for employing a 
Kromayer lamp, rather than an air-cooled ultraviolet lamp, was that pressure could 
be produced with the Kromayer lamp, and this seemed more desirable in achieving 
a good-result more rapidly. 

Dr. A. Benson Cannon: What was used locally? According to the presenter, 
there was such extensive ulceration, crusting and pus that he was unable to get 
the rays in contact with the lesion, so that I suspect that the healing might have 
been the result of clearing up the pyogenic infection and resulting scar formation. 

Dr. AntHony C. Crrottaro: For the past thirty years, references in the liter- 
ature to the Kromayer lamp implied water-cooled ultraviolet rays; the Kromayer 
lamp may be used with pressure er at a distance. There is at present a Kromayer 
lamp available which is air cooled, and not water cooled. 

All those who saw this woman’s lesions called them ulcerative lupus vulgaris. 
The. only treatment which she received at the Skin and Cancer Unit was with 
intense ultraviolet rays and boric acid ointment. 


A Case for Diagnosis (Lupus Erythematosus Disseminatus Chronicus?). 
Presented by Dr. Frep WIsE. : 


E. E., a man aged 41, was referred by Dr. Charles Kemm Good and registered 
at the Skin and Cancer Unit on Jan. 17, 1946, complaining of lesions of four years’ 
duration. His general health has been good, and he has no history of previous 
cutaneous diseases. 

A pea-sized bluish slightly raised patch appeared first on the inner surface of 
the right eyebrow. A similar spot developed four to five months later on the cor- 
responding area of the left eyebrow. They enlarged slowly and peripherally. 
About twenty pinhead-sized tiny “pimples” appeared later on both malar regions, 
ears and nasolabial folds. The patient states the belief that the lesions on the body 
developed at the same time as those on the malar regions. The lesions never 
regressed. He was treated four years ago with several injections in the hip and 
six in the arm, the nature of which he does not know. 

Symmetric lesions appear on the face, trunk and extremities. On the face they 
are located mostly on the central portion, involving the lower third of the fore- 
‘head, root and sides of the nose, distributed in bat wing-like formation, nasolabial 
folds and auricles. The flexor surfaces of the arms, forearms and dorsal surfaces 
of the wrists and hands are also affected. Lesions are present on the sides of the 
trunk, glans penis, buttocks and thighs and are more pronounced on the flexor sur- 
faces, legs and feet, including the toes. The palms, fingers and soles are unaffected. 

The eruption on the face consists of yellowish red pinhead-sized papules, dis- 
crete, as seen on the chin, but mostly coalesced, forming irregular superficial to 
heavily crusted patches. On the forearms the lesions consist mostly of pinhead- 
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sized, closely grouped crusted rough papules and of diffuse ill defined patches. 
On the inner surfaces of the thighs the lesions are heavily crusted, similar to those 
on the face, and here they form an irregular network-like pattern. The lesions do 
not alter on diascopic pressure. The lesions on the buttocks appear as keratosis 
pilaris. 

The Wassermann and Kahn reactions of the blood were negative. The urine 
was normal. Two hemograms revealed a normal red cell count except for slight 
achromia and leukopenia (varying from 3,550 to 4,550 leukocytes), with a normal 
differential count. The vitamin C content was 0.1 mg. (normal 0.7 to 1.4) in 100 
cc. of blood plasma. The vitamin A concentration in the blood and the sedimenta- 
tion rate were normal. 

Three histologic sections were taken and examined by Dr. Charles F. Sims. 
The description of a biopsy of the nasolabial fold follows: The epidermis appeared 
rather flattened, with obliteration of many of the rete pegs. Occasional parakera- 
tosis could be noted. Some liquefaction of the basal margin and dilatation of the 
follicular orifices filled with horny plugs were present. In the papillary zone of 
the corium, as well as to a lesser degree around the follicles, there was a mild 
nonspecific cellular reaction. Dilatation of the vessels of the upper part of the 
corium as well as basophilic degeneration of the collagen could be observed. With 
Weigert’s stain, clumping and elastorrhexis could be observed in the papillary and 
subpapillary zones. 

The observations suggested the possibility of lupus erythematosus, but in view 
of their limited characteristics an absolute diagnosis could not be made. 


DISCUSSION 


Dr. Frank C. Compes: This entire eruption impressed me as being a mani- 
festation of lupus erythematosus, although some features suggest Darier’s disease, 
especially on the face and forearms. Genetically, it is a cutaneous manifestation 
of some toxin in the vascular circulation, and the follicular keratosis which is 
inflammatory is possibly due to the same toxin. On the thighs one can see lesions 
strongly resembling lupus erythematosus distributed in a reticulate fashion over 
the deeper capillary network. 

Dr. A. Benson CANNON: I agree that the lesions on the face are lupus erythe- 
matosus. On the extremities, however, the lesions seem to be those of an eruption 
due to drugs, most likely gold compound. The man said that he had four injections 
of that remedy before the eruption appeared. 

Dr. Maurice J. CosteLtto: The patient has lupus erythematosus, probably the 
subacute disseminated type; his leukocyte count is 3,000. A sedimentation test 
should be performed. 

Dr. Georce C. ANprEws: It is likely that the injections with gold compound 
may be responsible for his present disease. 

Dr. Paut E. Becuet: The cutaneous eruption on his face is, in my opinion, 
lupus erythematosus. This may also hold true for some of the lesions elsewhere. 
He has definite and extensive keratosis pilaris, especially on the buttocks. I believe 
that the hyperkeratosis is due to avitaminosis and is not in any way related to the 
original lupus erythematosus. 

Dr. Eucene F. Traus: Dr. Bechet made a good point about the possibility 
of avitaminosis, and this should be investigated more thoroughly as a possible 
explanation for some of the peculiar hyperkeratotic lesions present. 

Dr. Howarp Fox: There is one other possibility, namely, the follicular type 
of seborrheic dermatitis, about which the late Dr. Trimble wrote. 
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FOLLOW-UP REPORTS 


A Case for Diagnosis (Lupus Erythematosus; Tuberculosis Cutis; Tuber- 
culosis Orificialis?). Presented by Dr. Maurice J. CosTELto. 


This case was presented by Dr. Costello on Jan. 22, 1946. There were lesions 
in the left intraorbital region. Roentgenograms of the lungs showed generalized 
tuberculosis with miliary dissemination of the disease. The sputum was positive for 
tubercle bacilli. The patient’s daughter had tuberculous pleurisy with effusion. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Lewis B. Robinson, M.D., Chairman 
Samuel M. Peck, M.D., Secretary 
Dec. 4, 1945 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. Jack Wor. 


C. B., a woman aged 50, is presented from the Skin and Cancer Unit, with 
a disseminated eruption on the body and face of three years’ duration. 


On the cheeks, neck, breasts, back, arms and legs are disseminated round 
discrete lesions, ranging from 4 to 8 cm. in diameter. The lesions are pink, flat 
and indurated, with small fine adherent scales. All the areas involved are homo- 
geneous, with no clearing in the centers. 

The Wassermann reaction of the blood was negative, and the urine was normal. 
A blood cell count showed the hemoglobin to be 81 per cent, erythrocytes 3,700,000, 
leukocytes 5,950, polymorphonuclear leukocytes 31, eosinophils 4, monocytes 9 and 
lymphocytes 54, with an occasional atypical cell, and band forms 27. 

Two examinations of tissue were made on Oct. 23, 1945. Tissue from the neck 
revealed no noteworthy changes in the epidermis. The superficial vessels in the 
corium were moderately dilated and surrounded by a mild cellular reaction composed 
of cells of varying sizes and shapes. The latter appeared to be in the meshes of 
a reticulum. The surrounding collagen revealed no noteworthy change. Tissue 
from the neck showed changes similar to those previously noted, with the addition 
of some rather large cells containing hyperchromatic nuclei, as well as a more 
pronounced cellular reaction. In both specimens it was felt that the changes 
were minimal and that while not sufficient for diagnosis they favored a possibile 
diagnosis of early mycosis fungoides. 


DISCUSSION 


Dr. Wrtpert Sacus: Clinically I thought of the possibility of an eruption due 
to drugs. The intense edema and erythema are not features of mycosis fungoides. 
The description of the histologic observations is also not that of mycosis fungoides. 

Dr. IsaporE Rosen: I agree with some of the remarks made by Dr. Sachs. 
On clinical grounds I would not have entertained the diagnosis of mycosis fun- 
goides, The clinical features do not suggest it. The lesions are superficial, 
slightly scaly, nonpruriginous and without infiltration. Some of the lesions suggest 
the en plaques type of parapsoriasis. 

Dr. Max Scueer: I believe that there was a question mark after the diagnosis, 
which is why the patient was presented. Histologic examination suggested the 
possibility of mycosis fungoides. 


| | 
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Dr. Davi Broom: Except for the sharp borders of some of the lesions, the 
eruption appears to me like that of parapsoriasis. 

Dr. Marion B. SutzBercER: I would like to express a few thoughts on the 
general question of the relationship of parapsoriasis en plaques and mycosis 
fungoides. I think that every dermatologist of experience, or even everyone who 
has studied the literature, must realize that for many years it has been evident 
that certain patients presenting the classic clinical and histologic picture of para- 
psoriasis en plaques will, if followed, eventually present the typical lesions of 
mycosis fungoides. The important question therefore arises: What percentage vf 
all cases of parapsoriasis en plaques “turn into” mycosis fungoides before the 
patients die of other causes? In other words, are there some cases of para- 
psoriasis en plaques which are prodromal to mycosis fungoides and others which 
are not and which continue as parapsoriasis to the end? These questions cannot 
be answered by selecting and presenting cases. They must be decided by taking 
a series of 50, or better 100, unselected consecutive cases of parapsoriasis en plaques 
and following them by periodic examinations throughout many years in order to 
ascertain in what percentage mycosis fungoides develops. 

Dr. JacK Wo tr: My colleagues and I have been unable to make a positive 
diagnosis. The patient was presented at a hospital conference with a diagnosis 
of parapsoriasis en plaques, and it was equally difficult to substantiate that diagnosis. 
With the histologic picture suggestive of mycosis fungoides, we can place her 
eruption only in the category of the premycotic type of eruption which eventually 
develops into mycosis fungoides. 


Pigmentation and Atrophy Preceding Morphea. Presented by Dr. Frep 


WISE. 


R. E., a girl aged 16, registered at the Skin and Cancer Unit on June 21, 1945, 
presenting lesions of two years’ duration. She had scarlet fever, whooping cough 
and measles during childhood. She has been in good health, and there is no history 
of previous cutaneous disorders. 

An oval white patch, about 2 by 3 cm., appeared on each upper and outer 
surface of the thighs. A few months later she noticed similar. patches on the back 
and eight months ago in the region of the right side of the hypochondrium. Last 
summer new spots appeared on the upper part of the back. The two spots on the 
thighs gradually became darker. The lesions never regressed. There are no sub- 
jective symptoms. 

On the entire back, abdomen and inner surfaces and sides of the thighs are 
dark brownish to blackish irregular spots. The patches vary in size from 1 to 7 
by 8 cm. They are not infiltrated. The largest and most clearly demarcated 
blackish pigmented lesion is seen at the lower part of the back and appears to be 
somewhat depressed. The newer lesions on the upper part of the back are only 
slightly discolored, irregular and not clearly defined. They do not alter on diascopic 
pressure. 

The routine laboratory tests revealed nothing abnormal except for a lowered 
erythrocyte count of 3,800,000 and a color index of 1.09. The report on a histologic 
section taken from the back and examined by Dr. Charles F. Sims was: “The 
observations are insufficient for a precise diagnosis.” An electrocardiogram showed 
“sinus arrhythmia, within normal limits.” The electroencephalogram was diffusely 
abnormal. There was no evidence of a focus of infection. The tracing “was fairly 
characteristic for a convulsive tendency, but would also be consistent with some 
generalized physiologic disturbance.” 
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Beginning November 1, the patient took 5 tablets of calcium penicillin a day, 
each containing 25,000 units, every three hours and one-half hour before eating, a 
total of 24 tablets. A similar dose was given on December 1. The patient thinks 
that the lesions are lighter. - 

DISCUSSION 

Dr. Wivpert Sacus: The picture presented in this case appears in part like 
atrophic scleroderma and in part like poikilodermatomyositis vasculare atrophicans. 
I believe this to be a definite clinical entity with hyperpigmentation, telangiectasia 
and atrophy of a deep type. I am not convinced that true scleroderma goes on to 
atrophy. 

Dr. SAMUEL M. Peck: I do not see how one can call this scleroderma. I also 
disagree with Dr. Sachs that this is a type of idiopathic atrophy which is char- 
acterized by a disappearance of subcutaneous fat and an appearance of subcutaneous 
blood vessels. What it is, I do not know. Cases have been presented from time 
to time with pigmentary changes and atrophy of the skin, subcutaneous tissue and 
even muscle, all in the same area, but those have never been found to be related 
to scleroderma. 

Dr. Eucene T. Bernstein: It seems that in this case of scleroderma and 
atrophy the faulty distribution of pigment, the loss of elasticity and the partial 
atrophy should all be regarded as sequelae of one common trophic impetus affecting 
the cutaneous and subcutaneous surfaces. In 1927 I presented a case at the 
Fifteenth Congress of the German Dermatological Society in Bonn (Hemiatrophia 
alternans facilis progressiva mit trophischen Stérungen der Haut, Arch. f. Dermat. 
u. Syph., 1928, vol. 155) in which a tumor in the pons region of the brain was 
the cause of facial hemiatrophy, with loss of hair on the affected side of the scalp 
and dislocation of pigment. Also, on the contralateral side of the lower extremities 
there was atrophy of the bony structure. It seems that the trophic impetus 
followed the motor and sensory track and resulted in a crossed atrophy of the skin, 
subcutaneous tissue and bony structure. I consider that this case is also neuro- 
trophic in origin. The faulty distribution of pigment, loss of elasticity and atrophy 
of the cutaneous and subcutaneous tissues are symptoms of such a trophoneurosis. 

Dr. Isapore Rosen: I would like to ask the presenter whether there is any 
history of a previous eruption of an inflammatory nature. The impression I get 
is that this is the end result of some previous eruption of toxic origin, which left in 
its wake this pigmentation and atrophy. ‘ 

Dr. SAMuEL M. Peck: Dr. Rosen’s discussion is well taken, because the 
pigmentary changes seen in fixed eruptions due to drugs are not due to hemosiderin 
but’ to melanin, and melanin can remain for some time. I would like to hear of 
an eruption due to drugs which caused disappearance -of subcutaneous fat. That 
I have never seen. 

Dr. Marion B. SuLzBercer: I thought that I observed sclerodermatous 
changes in some of the lesions on one thigh and on the arms, but I may have been 
mistaken about that. In my opinion, a diagnosis of morphea is the most appro- 
priate in this case. In answer to Dr. Peck, what he says is true. I do not recall 
seeing any fixed eruptions due to drugs which regularly showed atrophy and 
disappearance of tissue until a year and a half or two years ago. But it is now 
known that these changes are characteristic of certain eruptions due to “atabrine” 
(quinacrine hydrochloride), which show mottled pigmentation and depigmentation 
and poikiloderma-like atrophy in oval or round areas and which are fixed and recur 
or “flare up” in situ. The pigmentation and atrophy in these eruptions are long 
lasting and, as far as is now known, may even be permanent. 
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Dr. SAMUEL M. Peck: I had occasion to make a thorough study of these 
eruptions due to “atabrine” for the Navy and examined about 20 patients. In 
regard to Dr. Sulzberger’s remarks, there is a histologic picture which could not be 
differentiated from lichen planus. A scar results, because the epidermis as well as 
the cutis is involved. That is not what this girl presents. She has a depression 
as if the subcutaneous fat were gone, which I have not yet seen. 

Dr. Wirpert Sacus: First, it is possible that these eruptions are not due to 
“atabrine.” Second, I would like to give a little more hope to these patients, 
because I feel that the eruption may disappear entirely. In the patients that I have 
seen, the process was in the upper part of the cutis and did not extend down to the 
fat, nor was there any loss of elastic tissue. Clinically, it may be pseudoatrophy 
rather than true atrophy. 


A Case for Diagnosis (Pityriasis Rubra Pilaris?). Presented by Dr. Max 
SCHEER. 

J. M., a woman aged 36, is presented from the Skin and Cancer Unit, with an 
‘extremely pruritic eruption on the body of six months’ duration. 

The lesions on the trunk, arms, legs and backs of the hands consist of pinhead- 
sized acuminate firm pale red papules. The papules are situated at the mouth 
of hair follicles, with fine scales present. The papules on the backs of the fingers 
are each pierced by a hair. i 

An analysis of the blood for vitamin A content has not as yet been reported. 
The Wassermann reaction of the blood was negative and the urine normal. 


Histologic examination showed the epidermis to have a mild closely packec 
horny layer, which formed keratotic plugs in dilated follicular orifices. Sur- 


rounding the latter was a mild cellular reaction composed of round cells, wandering 
connective cells and chromatophores. The vessels of the upper part of the corium 
were moderately dilated and their walls somewhat edematous. The upper layer 
of collagen preSented mild interstitial and, at some points, parenchymatous edema. 
The histologic diagnosis was pityriasis rubra pilaris. 

DISCUSSION 

Dr. Georce C. ANpREws: I have seen this patient at Vanderbilt Clinic and at 
medical meetings, and I know that the feeling among many who have discussed 
the diagnosis is that it is a dermatitis secondary to contact with oils and greases 
which she has used for a long time. It may be a follicular type of hyperkeratosis 
from that cause. I believe that Dr. Paul Gross studied this patient and treated her 
with vitamins, without any benefit. The question of pityriasis rubra pilaris has 
been brought up, and it is still not settled. Certainly, the characteristic lesions on 
the dorsal surface of the phalanges were not present when the patient was seen 
at Vanderbilt Clinic. It is possible that the eruption is changing its character and 
will some time show more evidence of pityriasis rubra pilaris, so that this definite 
diagnosis can be made. When she was seen at Vanderbilt Clinic there was no 
erythema or scaling, as I recall, but she always had a great deal of itching. 

Dr. Frank VERO: I saw this patient several months ago when she first came 
to the Vanderbilt Clinic. She presented a similar picture then, but the skin was 
drier than it is at present. She did not have any follicular plugs on her fingers. 
She was presented at our clinical conference; vitamin A deficiency pityriasis rubra 
pilaris and papular dermatitis were considered. Dr. Gross studied her for vita- 
min A deficiency for a while, until she discontinued treatment because she was 
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working and could not attend the clinic. Tonight the eruption looks much better, 
although the patient says that she is getting worse. 

Dr. Davip Bioom: I think that the feature of lichen pilaris alone does not 
justify the diagnosis of pityriasis rubra pilaris. Additional features, such as 
erythroderma, scaling of the scalp and face and hyperkeratosis of the palms and 

- soles, are required for such a diagnosis. The cases of pityriasis rubra which | 
have observed soon lost the feature of lichen pilaris and left the features of erythro- 
derma and pityriasis for a much longer time. The eruption which the patient 
presents might well be due to deficiency of vitamin A. 

Dr. Jack WotF: I think that this is a case of pityriasis rubra pilaris. I do not 
know of any other disease in which one can demonstrate so well the follicular 
keratotic plugs on the dorsal aspects of the proximal phalanges. It is true that 
the patient does not have red scaly patches, but those may develop in the future. 
From her history, she has become worse since she has been under observation. 
This patient uses oil out of a can, just enough to oil a sewing machine. She does 
not rub herself with the oil, and she does not have folliculitis due to oil. The 
extensive involvement of the torso surely. cannot be explained on the basis of 
contact with oil. 


A Case for Diagnosis (Epithelioma? Nevus?). Presented by Dr. Eucene F. 
TRAUB. 


H. K., a woman aged 78 and born in Russia, is presented from the New York 
Skin and Cancer Unit, with a lesion on the outer aspect of the right leg which she 


states began fifteen or twenty years ago. This remained an open sore until two 
or three months ago, when small pustules and an irritation developed about the 
lesion, which cleared up with the administration of penicillin. The ulcerating tumor 
had always itched considerably. At present the tumor measures between 2 and 
2% inches (5 and 6.35 cm.) in diameter, with an elevation of fully % to % inch 
(1.27 to 1.9 cm.). The consistency is soft to firm, but not hard. There is some 
pigmentation in the lesion. The Wassermann reaction of the blood was negative. 
Biopsy showed an intraepidermal nevus. The section showed a growth of long rete 
pegs which were filled with basal cells. 


DISCUSSION 


Dr. Witeert Sacus: It is possible that fhe patient did have a nevus, but it 
would be extremely difficult on the basis of such a lesion to make a microscopic 
diagnosis of intraepidermic nevus. It appears that there is more than a nevus 
present—possibly an epithelioma. 

Dr. Grorce C. ANpREws: I have seen this patient before, and I thought that 
all th® pathologists agreed that it was an epithelioma. I was surprised, because 1 
did not think that the lesion looked like an. epithelioma. I am interested to hear 
tonight that the pathologic diagnosis is disputed, some saying epithelioma and some 
nevus. Clinically, the lesion seems to be a vascular tumor. A year or so ago I had 
a case that looked exactly like this clinically, and the tumor was a hemangio- 
endothelioma. However, this histologic picture is definite, and I imagine that there 
could be no confusion in this case on that point. I can imagine that near the edge 
of such a vascular growth there might be abnormal epithelial proliferation. 
I recommend another biopsy. 

Dr. Euvcene F. Travus: It is my opinion that the best treatment in this case is 
to leave the lesion alone and keep the patient under observation. She is 78 years 
of age, and the lesion has taken fifteen to twenty years to reach the present size, so 
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that both clinically and from an examination of the sections it would appear that 
this is a relatively inactive lesion. Also, those who have seen the section are of the 
opinion that the growth would not be particularly radiosensitive. The biopsy 
specimen, which was taken from the lower pole of the lesion, proved that all the 
changes were in the epidermis, which was full of large cysts and a peculiar type of 
cystic epithelial growth. Both Dr. Machacek and Dr. Barthel were of the opinion 
that it was not an epithelioma, but it is admitted that the section examined was 
not taken from the ulcerating or granulomatous portion of the lesion. It is possible, 
therefore, that it is a nevoid process which may or may not have become epithe- 
liomatous in one portion. There were no palpable nodes. An _ additional 
contraindication to any radical intervention at this time is the fact that the patient . 
has hypertension and is not otherwise in the best of health. Therefore, unless some 
radical change for the worse takes place in the lesion, the best course would seem 
to be to leave it alone. 


Pemphigus. Presented by Dr. Frep WISE. 


J. H., a woman aged 56, was previously presented before the New York 
Dermatological Society on Oct. 23, 1945 by Dr. Fred Wise. 

Additional laboratory data are: The vitamin C content was 0.2 mg. per hundred 
cubic centimeters of blood plasma. The calcium content in the serum was normal 
on October 11. The icteric index gave values of 8.3 units (normal 4 to 6). Patch 
tests with 30 per cent potassium iodide and potassium bromide in petrolatum 
elicited a reaction of 1 plus. 

The patient has been treated since October 2 with weekly intramuscular injec- 
tions of bismuth subsalicylate (0.1 Gm. bismuth subsalicylate per cubic centimeter 
in peanut oil). She has received thus far a total of ten injections. A calciférol 
(vitamin D.) capsule of 50,000 units, together with a level teaspoonful of calcium 
gluconate, was prescribed three times daily. Phenol, 1 per cent in solution of 
aluminum acetate, was given topically. 

Examination on November 29 showed a pronounced involution of the lesions. 
No new bullae have formed. The patient presents pea-sized to dime-sized crusted 
patches, mostly on the back with a few on the front of the chest and abdomen. 
There are also many fairly well defined erythematous and hyperpigmented patches 
on the small of the back and erythematous spots on the extremities. 


DISCUSSION 


Dr. Cuartes Wo F: I am rather startled, and I believe that other members 
are, to see a patient with pemphigus cured in a month or at most eight weeks. 
I would like to ask on what grounds the diagnosis was made. Were any studies 
made of the albumin-globulin ratio or electrolyte or acid base of the blood, and what 
other evidence established the diagnosis of pemphigus? At present that diagnosis 
cannot be made. 

Dr. Wixzert Sacus: I am not certain, but I think that these tests were not 
performed. However, the microscopic description is fairly characteristic of 
pemphigus, and clinically I also believe that this patient has the disease. 

Dr. Marion B. SutzBerGER: The old saying that if a patient gets well the 
disease was not pemphigus is well known. I do not believe that it is sound 
dictum nor that it presents a scientific attitude, but I am inclined, in spite of my 
respect for Dr. Wise and his judgment, to think that we should do as Dr. Wolf 
has done—review the basis on which the diagnosis of pemphigus was made in 
this case. My cursory observation would speak against that diagnosis. There 
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is no cachexia, no lesions of the mucous membranes and nothing about a Nikolsky 
sign or negative reactions in iodide tests. The eosinophilia is borderline, and the 
patient either has responded rapidly to bismuth compound therapy or has become 
well speedily and spontaneously. She complains of a great deal of itching. In 
short, one can assemble evidence for some diagnosis other than pemphigus and 
perhaps, in particular, in favor of dermatitis herpetiformis. I think that the evident 
“cure” after such a short time lends some support to that diagnosis. 

Dr. Wixsert'Sacus: In dermatitis herpetiformis the bullae are never intra- 
epidermic. In this case the bullae were in the epidermis. 

Dr. Eucene F. Traus: While one likes to have as much information about a 
patient as possible in attempting to establish the difficult differential diagnosis of 
bullous eruptions, it must be remembered that the level at which the blister is seen 
in a section does not absolutely settle the point. In this particular case, I would 
like to agree with those who believe that it is not pemphigus. The eruption on 
the patient’s back is unusual. It almost has an artefact-like appearance. I know 
that it is not an artificial dermatosis, but these are peculiar linear lesions on the 
back, such as I have never seen in pemphigus. Another point against this diagnosis 
is the rapid response to treatment. The patient complains bitterly of itching, and 
while I appreciate the fact that itching does not exclude the diagnosis of pemphigus 
any more than the location of a vesicle at a certain level would, it is distinctly 
against that diagnosis. The slightly positive reaction in the potassium iodide test 
is poor evidence. While it is usually positive in dermatitis herpetiformis and nega- 
tive in pemphigus, a great deal depends on how the test is performed, whether the 
material is fresh or, if the case is one of dermatitis herpetiformis, whether the pus 
happens to be in a negative or positive phase of reaction to this agent. Unfortu- 
nately, the “only way a diagnosis of pemphigus can be finally established is by 
following a case clinically over a long period, and I believe that that will be neces- 
sary in the case of this patient. 

Dr. Cuartes WoxF: I yielded to Dr. Traub, of which I am glad, because he 
took the same view that I did. I dm rather surprised to hear Dr. Sachs make 
the dogmatic statement that pemphigus can be diagnosed histologically. 

Dr. Witeert Sacus: Not all cases of pemphigus can be diagnosed micro- 
scopically, but many can. This patient has improved somewhat, but there are 
remissions in cases of pemphigus. 

Dr. Eucene T. BERNSTEIN: In my estimation this is dermatitis herpetiformis, 
because of the polymorphous character of the lesions and the absence of lesions 
on the mucous membranes. There is always a question of the diagnosis of 
pemphigus when lesions of the mucous membrane are absent. Of course, the Pels- 
Macht test is not entirely reliable, but it should be performed. The other diagnosis 
which could be entertained is the benign pemphigus of Hailey. 


A Case for Diagnosis (Follicular Nevus? Recurrent Toxic Erythema in 
the Same Locations?). Presented by Dr. E. W. Asramowrtz. 


M. O., a woman aged 29, is presented from the Skin and Cancer Unit, with an 
eruption under the right breast and on the chest and back of ten years’ duration. 
She stated that this eruption first appeared under the right breast and that later 
the plaques on the chest and back developed. Under the right breast there was a 
well defined plaque, dusky red and semilunar in shape, with tiny red follicular 
points. On each side of the chest, in the supraclavicular regions and on the back 
to the right of the left scapula, there were irregularly shaped ill defined plaques, 
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composed of slightly raised, pink edematous pea-sized papules. Within these large 
plaques there were numerous dilated follicular openings. 

Following a few injections of bismuth salicylate the erythematous eruption in 
the plaques disappeared, but recurred soon after discontinuation of the treatment. 
However, the plaque under the right breast did not change greatly. On May 7, 
1945 the patient was discharged from the clinic, as the erythematous plaques on the 
chest and back almost entirely faded after thirteen injections of bismuth sub- 
salicylate, but two weeks later the eruption reappeared. The patient now presents 
the same eruption as that described on admission to the clinic. 

Laboratory examinations, including urinalysis, blood cell count and differential 
count, revealed no abnormalities. The Wassermann and Kahn reactions of the 
blood were negative. 

Biopsy of the affected skin revealed nevoid epidermis, but no other abnormal 


features. 
DISCUSSION 


Dr. IsaporE Rosen: I was unable to make a definite diagnosis in this case. 
I had examined the patient on various occasions, and when I first saw the lesions 
they were superficial, slightly raised and pinkish red, with no scaling or vesicles 
and no evidence of dermatitis. I would be inclined to class it with some form 
of vascular disturbance, which is occasionally seen in lupus erythematosus. 

Dr. Witpert Sacus: The eruption on the chest and back is different from 
that under the right breast. Biopsy of a lesion from the chest shows a superficial 
edematous process, and a definite diagnosis could not be made. There was no 
evidence of lupus erythematosus or poikiloderma vasculare atrophicans. The 
epidermis is nevoid, because the lesion is a nevus and yet not like the usual epi- 
dermic nevi. 

Dr. EvcEne T. BERNSTEIN: In my opinion the disease is erythema perstans, 
which occurs most frequently on the face. Of course, this erythematous disease is 
often recurrent, with alternating, episodes of latent and acute exacerbations and 
ameliorations. I think that it is justifiable to label it erythema perstans. ; 

. Dr. Davy Broom: I have observed this patient many times during the course 
of many months. When first seen she. presented two large plaques on the chest 
and one on the back, which had the features of toxic erythema. Under the right 
breast there was a reddish plaque, which on closer examination presented dilated 
follicular openings. I considered this plaque as an end result of the same process 
seen in the other large plaques, for in those numerous dilated follicles were also 
seen. The eruption almost disappeared after bismuth compound therapy, but soon 
reappeared. I cannot classify this eruption except as a fixed eruption of erythema, 
with resulting dilatation of the follicular openings. 


Loss of Nails, Associated with Alopecia Cicatrisata and Alopecia Areata. 
Presented by Dr. Davin BLoom. 

M. P., a man aged 42, registered at the Skin and Cancer Clinic on Sept. 19, 
1945, complaining of loss of nails and bald spots on the scalp and bearded regions. 
He noticed the bald spots on both sides of the chin five years ago, and on the scalp 
eight months ago. The nails started to fall off three years ago, soon after he 
entered military service. 

All finger nails, except one, and toe nails are missing. On each side of the chin 
there is a round bald plaque 1 inch (2.5 cm.) in diameter. On the anterior aspect 
of the scalp, on the vertex and parietal regions, there are numerous irregularly 
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shaped and round plaques of alopecia, reddish and distinctly depressed. The patient 
denies any preceding inflammatory changes in these lesions. 

The patient seems to be in good general health. His past and family histories 
are essentially irrelevant. 

The Wassermann reaction of the blood was said to have been repeatedly nega- 
tive. The blood cell and differential cell counts showed nothing abnormal except 
‘a low leukocyte count of 3,950 and 46 per cent lymphocytes. The basal metabolic 
rate was —7 per cent. Mycologic examination of the nails revealed no fungi. 


Lewis B. Robinson, M.D., Chairman 
Samuel M. Peck, M.D., Secretary 
Jan. 14, 1946 


PEMPHIGUS TREATED WITH CARBARSONE AT BELLEVUE HOSPITAL 


Pemphigus Vulgaris. Presented by Dr. Trmorny J. RrorDan. 


M. B., a 65 year old Austrian Jew, was first seen on the Dermatologic Service 
of Bellevue Hospital in April 1945. He presented a profuse bullous eruption of 
both arms and the right leg, and the skin of the abdomen was rough and hyper- 
pigmented. The bullae varied from the size of a pinhead to that of a half-dollar. 
They were flaccid and clear, and Nikolsky’s sign was easily demonstrated. The 
patient remained in the hospital for one day. He has been seen regularly in the 
outpatient department of Bellevue Hospital every week since then, and his general 
health has remained good. At no time have bullae been seen in the mouth. Many 
new bullae have appeared from time to time, many on the arms and legs and an 
occasional lesion on the chest and abdomen. 

On April 23 the complete blood cell count and urine were normal. The Wasser- 
mann reaction of the blood was negative. A smear of the fluid from the bullae 
revealed 60 per cent eosinophils, 32 per cent lymphocytes and 8 per cent poly- 
morphonuclear neutrophils. The nonprotein nitrogen was 32 mg.; albumin 4.1 mg., 
total proteins 6.8 mg. and globulin 2.7 mg. per hundred cubic centimeters. On 
November 14 the total proteins were 9.4 mg. and albumin 5.8 mg. per hundred 
cubic centimeters, and the globulin had increased to 3.6 mg. per hundred cubic 
centimeters. 

Histologic study of a section of the skin revealed intradermal bullae. 

The patient has been taking weekly baths with solution of aluminum acetate 
in dilution of 1 to 80 and has used petrolatum locally. He received 1 tablet of 
carbarsone daily from May 7 to May 14 and 2 tablets thereafter every morning 
until the present. 


Pemphigus Vulgaris (in Remission). Presented by Dr. Trmorny J. RiorpAN. 


L. B., an Italian woman aged 53, was admitted to the Dermatologic Service of 
Bellevue Hospital on Aug. 1, 1944, with an extensive generalized bullous eruption. 
The patient stated that two years prior to admission she noticed cracking of her 
lips, which persisted for eighteen months. In 1943 a small number of bullae were 
noticed in various areas of the body. In September 1944, three weeks prior to 
admission, the eruption became generalized. During the first month in the hospital, 
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the eruption progressed and the patient’s course was downhill. A large abscess 
developed over the right trochanter, which required incision and drainage. That 
area healed slowly, as did her skin, and the patient was discharged Feb. 10, 1945. 

The complete blood cell count and urine were normal. On Oct. 13, 1944 the 
carbon dioxide-combining power was 66 volumes, nonprotein nitrogen 26 mg., blood 
calcium 8.4 and the blood chlorides 572 mg. per hundred cubic centimeters. The 
albumin was 3.3 mg. and globulin 2.9 mg. per hundred cubic centimeters. The reac- 
tion in the cephalin flocculation test was negative. On Jan. 3, 1945 the albumin 
was 4.5 mg. and the globulin 4.1 mg. per hundred cubic centimeters. On December 
24 the albumin was 3.8 mg. and the globulin 2.7 mg. per hundred cubic centimeters. 

During her stay in the hospital the patient received daily potassium perman- 
ganate baths, acriflavine, 1 to 3,000 in petrolatum locally, and carbarsone, 1 tablet 
for three days and a three day rest, 2 tablets for three days and a three day rest 
and 3 tablets for three days with a three day rest. This regimen was repeated. 
Since leaving the hospital she has continued to take 1 tablet for three days, fol- 
lowed by a three day rest. No new lesions have been seen since she left the 
hospital, and the patient has gained 30 pounds (13.6 Kg.). 


Pemphigus Vulgaris (in Remission). Presented by Dr. Trmotny J. RIoRDAN. 


F. G., an Italian man aged 53, was admitted to the Dermatologic Service of 
Bellevue Hospital in May 1945, with a generalized bullous eruption of three weeks’ 
duration. The eruption consisted of clear flaccid bullae, varying in size from a 
pinhead to a half-dollar. On the lower extremities some of the bullae were 
hemorrhagic. The patient stated that some of these lesions appeared three weeks 
prior to admission on the arms and chest and that the eruption spread rapidly 
to involve the entire body. His general health was good. 

In 1940 the patient was given malarial fever therapy for syphilis of the central 
nervous system. 

During his stay in the hospital, the eruption became more generalized and the 
patient lost weight and became generally debilitated. The Wassermann reaction 
of the blood was positive. The complete blood ceil count and urine were normal. 
On May 25, 1945 the carbon dioxide-combining power was 45 volumes per 
hundred cubic centimeters, the blood chlorides 448, albumin 4.5 mg. per hundred 
cubic centimeters, globulin 1.4 mg. per hundred cubic centimeters, icteric index 14 
and the reaction in the cephalin flocculation test negative. On July 5, the globulin 
increased to 3.7 mg. per hundred cubic centimeters and the albumin was 2.2 mg. 
per hundred cubic centimeters. ; 

The patient received daily potassium permanganate baths, acriflavine, 1 to 3,000 
in petrolatum locally, and carbarsone, 1 tablet daily for three days and 2 tablets 
daily thereafter. The patient was discharged July 21, free of lesions. He has since 
been seen in the outpatient department of Bellevue Hospital. One denuded area 
of the scalp was observed August 1. Since that time the patient has had no 
exacerbation. He is taking 1 tablet of carbarsone daily. He is able to do his daily 


work and presents no lesions at this time. 


A Case for Diagnosis (Pemphigus Foliaceus?). Presented by Dr. Franx C. 
ComBES. 
T. S., an Italian man aged 61, was admitted to the Dermatologic Service of 
Bellevue Hospital on Feb. 19, 1945. He presented denuded patches of the scalp, 
erythema, denudation of the face and generalized slightly raised exfoliative 
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dermatitis. No bullae or vesicles were seen on admission, and there were no 
subjective symptoms. There was no change in the patient’s disease during the 
first month of hospitalization. Later the skin became raw and denuded in many 
areas, and the patient’s general health was poor. 

On February 23 the total proteins were 7.6 mg., albumin 4.9 mg., globulin 
_ 2.7 mg., calcium 11.1 mg., potassium 27.6 mg. and nitrogen 338 mg. per hundred 
cubic centimeters. The Wassermann reaction of the blood was negative. The 
urine and complete blood cell count were normal. 

In April the patient was given carbarsone tablets, 1 daily for seven days and 
2 tablets daily thereafter. The total proteins went down on June 22 to 2.2 mg,, 
albumin 2.5 mg. and globulin 1.9 mg. per hundred cubic centimeters. The patient's 
weight was 111 pounds (50.3 Kg.) (140 pounds [63.5 Kg.] on admission). Since 
July 26 the patient has been taking “amigen” (a hydrolysate of casein prepared 
by digestion with sheep and hog pancreas) orally (protein hydrolysate, 1 Gm. 
equals 1 Gm. of protein), up to 3 cupfuls (90 Gm. of protein) daily. Since that 
time the patient’s skin has healed, and he has gained 26 pounds (11.8 Kg.) in 
weight. 

On November 1 the total proteins were 7.4 mg., albumin 3.6 mg. and globulin 
3.8 mg. per hundred cubic centimeters. A histologic examination of a specimen 
of the skin taken on October 19 was reported: “The squamous epithelium was 
normal, with the usual degree of keratinization. The papillae were wider than 
normal in many instances and narrower in others. There were a few focal 
collections of lymphocytes and plasma cells and occasional eosinophils in the super- 
ficial dermis. Mononuclear cells containing brown-yellow pigment were seen in 
the papillary layers of the dermis. The changes were similar to those seen 
in foliaceous pemphigus.” 


Pemphigus Vulgaris (in Remission). Presented by Dr. Maurice J. Coste to. 


A. R., a German man aged 72, was admitted to the Dermatologic Service of 
Bellevue Hospital on July 19, 1945, with a generalized eruption consisting of many 
clear bullae rising from normal skin and varying in size from that of a pea to that 
of a half-dollar. There were many oval and circinate denuded areas, representing 
ruptured bullae, and one bulla on the left angle of the mouth. During the first 
month in the hospital the eruption became more profuse; thereafter the improve- 
ment was gradual, and the patient was discharged on September 4. 

The complete blood cell count and urine were normal on July 23. The carbon 
dioxide-combining power was 62 volumes, the nonprotein nitrogen was 29 mg., 
blood chlorides 396 mg., total proteins 5.9 mg., albumin 2.4 mg. and globulin 3.6 mg. 
per hundred cubic centimeters. The results of the cephalin flocculation test were 
negative. Blood calcium was 9.4 mg. per hundred cubic centimeters. 

In addition to local treatment the patient received carbarsone, 2 tablets daily. 
On July 23 he was given “amigen” (a hydrolysate of casein prepared by digestion 
with sheep and hog pancreas; hydrolysate, 1 Gm. equals 1 Gm. of protein). This 
was given orally up to 3 cupfuls (90 Gm. of protein) daily. On August 17 the total 
protein was 8.9 mg., albumin 4.8 mg. and globulin 4.1 mg. per hundred cubic 
centimeters. 

Since the patient left the hospital he has gained 15 pounds (6.8 Kg.). He has 
continued to take carbarsone, 1 tablet daily for three days followed by a three day 
rest, and “amigen,” 1 cupful (30.0 Gm. of protein) daily. On December 29 the 
total protein was 5.7 mg., albumin 3.3 mg. and the globulin 2.4 mg. per hundred 
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cubic centimeters. One small crusted pea-sized lesion was observed on the scalp 
prior to December. There are no lesions at present. 


Pemphigus Vulgaris (in Remission). Presented by Dr. FRANK C. Compes. 


D. M., a 72 year old German woman, was admitted to the Dermatologic Service 
of Bellevue Hospital on April 4, 1945, presenting a generalized bullous eruption. 
Many bullae were large and hemorrhagic, while the greatest number were clear 
and discrete, arising from normal skin. The patient stated that the first bulla 
appeared in July 1944, after burning her hand, and this was followed in two weeks 
by crops of bullae on both arms. By September the eruption was generalized. 

In addition to daily potassium permanganate baths and acriflavine, 1 to 3,000 in 
petrolatum used locally, the patient was given carbarsone, 1 tablet daily for three © 
days followed by a three day rest, 2 tablets daily for three days followed by a 
three day rest and 3 tablets daily for three days followed by a three day rest. 
Since June 21, 1945 she has received 2 tablets of carbarsone daily. 

The Wassermann reaction of the blood was negative. The complete blood cell 
count and urine were normal on April 19. The carbon dioxide-combining power 
was 53 volumes, nonprotein nitrogen 174 mg., blood chlorides 400 mg., blood 
calcium 8.4 mg., total proteins 5 mg., albumin 4 mg. and globulin 1 mg. per 
hundred cubic centimeters. On July 30, the total proteins had gone down to 
4.5 mg. per hundred cubic centimeters, the albumin 1.6 mg. and the globulin 2.9 mg. 
On August 8 the patient was given “amigen” (a hydrolysate of casein prepared by 
digestion with sheep and hog pancreas, protein hydrolysate, 1 Gm. equals 1 Gm. of 
protein), up to 3 cupfuls (90 Gm. of protein) daily. On September 14 the total 
proteins were up to 6.6 mg., albumin 4.3 mg. and globulin 2.3 mg. per hundred 
cubic centimeters. When she was discharged from the hospital, on December 21, 
the levels of protein in the blood were similar to the aforementioned determinations. 

The patient has been taking carbarsone, 2 tablets daily for three days with three 
day rests, and “amigen,” 1 cupful (30 Gm. of protein) daily, since discharge from 
the hospital. She presents no lesions at this time. 


Pemphigus Vegetans (in Remission). Presented by Dr. Lours TuLIPAN. 


T. C., a 53 year old Russian Jewish woman, was previously presented before 
this Society on Dec. 5, 1944, by Dr. T. J. Riordan, with pemphigus vegetans. She 
was admitted to the Dermatologic Service of Bellevue Hospital on July 18, with 
vegetating papules resembling condylomas in the axillas, groins and submammary 
regions, ulcerations in the mouth and vulva and crusted lesions of the scalp. The 
patient had first noticed ulcerations of her lips and mouth in December 1943. The 
involvement remained localized for six months, after which a number of areas 
of the scalp became crusted. Two weeks prior to admission the lesions involved 
intertriginous areas. 

The patient showed no improvement for two or three weeks, after which the 
lesions gradually healed, and the patient was sent home on Dec. 2, 1944, with 
hyperpigmentation in areas of previous bullae. 

On October 17 the albumin was 1.4 mg., globulin 2.8 mg., blood calcium 
11.2 mg., blood chlorides 636 mg. and nonprotein nitrogen 30 mg. per hundred 
cubic centimeters. 

Daily potassium permanganate baths were given, acriflavine, 1 to 3,000 in 
petrolatum, was applied locally, and the patient took carbarsone, 1 tablet for three 
days, followed by a three day rest, 2 tablets daily for three days, followed by a 
three day rest, and 3tablets daily for three days, followed by a three day rest. This 
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regimen was repeated throughout her stay in the hospital. The patient has been 
seen regularly in the outpatient department, where on November 9 one small bulla 
was seen in the right axilla. She has been taking carbarsone, 1 tablet for three 
days, with three day rests, up to the present. 

On Dec. 26, 1945 the albumin was 4.1 and the globulin 2.4 mg. per hundred 
cubic centimeters. 

The patient presents no lesions at this time. 


DISCUSSION 


Dr. Frank C. Compes: The cause of pemphigus is not known, but I feel that 
it is an infectious disease, the pathogen residing in the skin. The systemic symp- 
-toms are a result of toxemia and disturbances in electrolyte and protein 
metabolism. 

Evidently few persons are susceptible to this infection. This is true of other 
diseases, such as herpes zoster and poliomyelitis. It is true that the majority of 
cases occur in Jewish persons, but it is by no means restricted to them, as it has 
been observed in Scandinavians and Scotchmen and even in Chinese and Negroes. 

The biologic changes produced in the patient are identical with those occurring 
from extensive burns, and, since the cause of the disease is not known, it is neces- 
sary to treat it empirically, correcting the loss of proteins and combating the 
anemia, dehydration, imbalance of electrolytes and so forth. Simultaneously 
carbarsone, a pentavalent arsenical, is administered. Arsenic compound is not new 
in the treatment of pemphigus, but carbarsone is less toxic than other arsenic 
compounds. With its use results have been superior to those obtained with any 
other arsenical. The idea of using carbarsone was not original with me, but was 
suggested by a graduate student, Dr. Robert P. Little. Treatment is started with 
a dose of 250 to 500 mg. half an hour before breakfast and increased after a few 
days to 750 to 1,000 mg. Symptoms of intolerance are seldom encountered; when 
they occur, they consist of edema of wrists and ankles, enlarged spleen, icterus 
or retinal edema. These disappear promptly on cessation of treatment with the 
drug. Some ambulatory patients whose disease is in remission have taken 250 to 
500 mg. daily for over a year, without toxic effect. Para-aminobenzoic acid is 
capable of neutralizing the toxic effects of carbarsone, without any interference 
with its therapeutic activity. It is important that the serum proteins be watched. 
Almost invariably there is hypoproteinemia with reversal of the albumin-globulin 
ratio. This is combated with plasma and “amigen” (a hydrolysate of casein 
prepared with digestion of sheep and hog pancreas). The latter is usually given 
by mouth, and it has proved satisfactory. 

Dr. SamueL M. Peck: I should like to congratulate Dr. Combes on his 
presentation. I am impressed with these results, but dermatologists who have been 
connected with the New York Academy of Medicine and have been practicing 
dermatology for many years have been through these phases before. I presented 
at least 7 or 8 cases of pemphigus myself, many years ago, in which treatment 
was with snake venom, and the physicians from Bellevue Hospital said that snake 
venom was one of their most effective medicaments. Now another remedy is pre- 
sented. Dr. Welsh compiled material from a series of cases, and he has shown by a 
carefully controlled technic that a certain strain of streptococcus plays a definite 
immunologic role in pemphigus. Does that mean that streptococci of a certain 
strain are the cause of pemphigus, or does it mean that the cutaneous disease in his 
particular group manifested itself as a severe bullous eruption associated with the 
streptococci? The Pels-Macht test is not discussed much. In the beginning every- 
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body was enthusiastic, because it helped in the diagnosis. I followed a case of 
definite pemphigus over many years. The man received snake venom. I was able 
to perform at least fifteen or twenty Pels-Macht tests during the period of observa- 
tion, and the reaction became more toxic before each exacerbation of the eruption. 
The results of the test cast some light on the cause of pemphigus. All that is 
known is that there is some toxic substance in the blood that affects the system. 
Also, and I think that Dr. Combes’ group of cases illustrates this, pemphigus is 
not limited to Jews. Most of the cases I have seen have been in Jews, but in 
Switzerland the disease was seen mostly in Italians. One thought that must 
be borne in mind is that concerning Dr. Combes’ cases there may have been an 
epidemic of a disease which resembles pemphigus but may be due to a specific 
cause and which responds to carbarsone. I would not be surprised if carbarsone 
does not bring a therapeutic response in many cases of pemphigus. 

Dr. Louis Tutrpan: I think that certain facts must be considered before one 
becomes overenthusiastic about these results. In reports from the Massachusetts 
General Hospital (Lever, W. F.: Oral Lesions in Pemphigus, Am. J. Orthodontics 
28:569 [Oct.] 1942) a certain type of cases of pemphigus were classed together, and 
in a large percentage of them there were cures. Thirty or 45 per cent of so-called 
cures were reported in the various types. Cases of pemphigus were classified into 
6 different types. It was also reported that in the malignant type of disease the 
mortality is practically 100 per cent. It must be remembered that some patients 
with pemphigus die, and they die quickly. I believe that most of the cases that my 
colleagues and I have seen recently were of the benign type of disease. One that 
was presented today was a case of pemphigus erythematosus and another was of the 
foliaceous type. I think that the patients that do get well have the chronic type 
of pemphigus vulgaris or one of the other four types, such as pemphigus erythe- 
matosus, pemphigus of the conjunctivas or pemphigus foliaceus. My impression 
is that recently there have not been seen so many cases of malignant pemphigus as 
there were many years ago. I still say that there are patients with malignant 
pemphigus who die in spite of what is given them. 

Dr. IsaporE Rosen: I was interested in the results obtained in these cases of 
pemphigus, and I congratulate Dr. Combes. However, when one sees a large group 
of patients that have all responded to this treatment, most of them without any oral 
lesions and some of them with the disease of only a few weeks’ duration, one 
hesitates to accept the diagnosis. I have had some patients with pemphigus who 
have responded to various types of arsenic therapy, reinforced by a diet high in 
vitamin content, extract of liver and the like. I have been able to cure several 
patients for whom the diagnosis has been corroborated by colleagues at dermato- 
logic meetings, but they have been few and far between. I am sorry that these 
patients were not seen here before they were placed under treatment, and I shall be 
interested in a further report after they have been followed for some time. 

Dr. Beatrice M. KEestEN: Two of the patients presented by Dr. Combes, 
1 with pemphigus vegetans and 1 with acute pemphigus, were studied at Presby- 
terian Hospital and left unimproved. They were presented in conference, and all 
who saw the patients thought that no other diagnosis could be entertained. The 
results of this treatment are miraculous, and I believe that if Dr. Rosen had seen 
either of those patients previously he would agree with the diagnosis of pemphigus, 
unless he accepts that diagnosis only if the patient dies. I would like to ask 
Dr. Combes whether he thinks that the “amigen” really influenced the plasma 
proteins. In my-experience no rise in plasma protein has occurred following 
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prolonged ingestion or injection of “amigen” nor following injection of blood 
plasma. I would also like to know how patients are induced to take “amigen” 
orally. . 

Dr. Maurice J. CosTeLLo: I have observed patients on the dermatologic wards 
at Bellevue Hospital for a number of years. Many medicaments have been admin- 
istered, and each has had its day. They included solution of potassium arsenite, 
sodium arsenate given by injection, suramin sodium (“germanin” or “Bayer-205” 
and “naphuride” [Winthrop Chemical Co., Inc.]), desoxycorticosterone acetate 
in oil (“cortate”), moccasin snake venom, sulfonamide drugs, penicillin, vitamins, 
dihydrotachysterol, acetarsone, carbarsone (4-urcido-l-phenylarsonic acid) (Eli 
Lilly and Company), crude extract of liver (Hoagland-Rockefeller formula) given 
intravenously and “amigen.” It appears to me that the administration of carbarsone 
supplemented by “amigen,” though not ideal, is the most effective and least harmful 
form of treatment for pemphigus vulgaris. Extract of liver injected intravenously 
adds to the therapeutic effect, but it is technically difficult to administer and is not 
infrequently followed by reactions, such as fever and chills. Carbarsone, I believe, 
is less toxic and probably more effective than acetarsone. The rare toxic effects of 
carbarsone appear to be confined to nausea, vomiting and edema of the hands and 
feet. Local treatment in the past two years has been confined to opening the bullae, 
cutting away the loose epidermis and applying petrolatum gauze, sometimes impreg- 
nated with 1 to 3,000 acriflavine. Painting the denuded areas with 1 per cent 
aqueous solution of brilliant green is of benefit when there is not extensive cutane- 
ous involvement. Because of loss of protein in the blister fluid, it occurred to my 
colleagues and me that the administration of “amigen” might be beneficial. This 
thought was prompted by the work on protein metabolism at the Halloran Hospital 
by Dr. William S. Ling and his associates. One and two-tenths grams of “amigen” 
powder is equal to 1 Gm. of protein, 12 per cent of which is protein nitrogen. 
These patients were given 3 cupfuls (90 Gm. of protein) of “amigen” daily. One 
cupful is equivalent to 30 Gm. of protein. The administration of plasma and 
infusions was no longer necessary, because 500 cc. of plasma yielded only 35 Gm. 
of protein. There was a substantial, steady and gradual disappearance of the 
cutaneous lesions and gain in weight in many of the patients to whom carbarsone 
and “amigen” were administered. 

Dr. Trmotny J. RrorpaAn: The phases of treatment of pemphigus have been 
noted by all, and one of the outstanding advances is in proper nursing care. These 
patients are not accepted in other hospitals. They are too difficult to manage, and 
this was just as true ten or twelve years ago at Bellevue Hospital. Then special 
nursing care was instituted; all detritus is removed and local treatment with 
petrolatum gauze given every day and then acriflavine and other dyes, and it has 
good effect. I think that that should not be omitted. As regards the infectious 
element, in at least 3 cases that I can recall, abscesses of the breast and osteomye- 
litis have occurred and have had a beneficial influence on the course of the 
pemphigus, causing a quick remission. 

Dr. Wiiuram S. M. Linc (by invitation): I was glad to learn personally from 
Dr. Costello and to hear this evening from Dr. Combes of the attention directed 
toward the attempts to improve the nutritional status of patients afflicted with 
pemphigus. I noticed from the laboratory data of the patients presented this 
evening that the serum protein levels were uniformly low, and this was especially 
noticeable as regards the albumin fraction. Plasma albumin constitutes about 
58 per cent of the plasma proteins and is responsible for approximately 80 per cent 
of the osmotic efficiency of the plasma. Any alteration in the quantity of plasma 
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albumin will therefore have profound effects on the osmotic equilibrium between 
the vascular and interstitial fluids of the body. 


It is not often realized that the serum proteins in the vascular system are in 
equilibrium with the vast store of proteins in the tissues and that were the serum 
protein level (the albumin fraction in particular) to diminish the tissue proteins 
would likewise show a related diminution in quantity. I should like to illustrate 
this important point by an example. In an average man of 70 Kg. body weight, the 
plasma volume is approximately 3,200 cc. If the plasma albumin level in such a 
person should drop, let us say, from the low normal of 4.6 Gm. to 4 Gm. per 
hundred cubic centimeters, i. e., a loss of 0.6 Gm. per hundred cubic centimeters 
of serum, then there is a loss of 18.2 Gm. of serum proteins from the plasma part of 
the circulating blood volume alone. That is roughly only 3 to 4 per cent of the 
total protein deficit of the entire body. Therefore, the deficit of protein from, the 
entire body is not 18.2 Gm. protein, but 33 times 18.2, or approximately 600 Gm. 
of protein. If the plasma protein level should drop from the low normal of 6.5 Gm. 
to 5.5 Gm. per hundred cubic centimeters, as was noted in some of these patients, 
then there is a total loss in the body proteins that may be of the order of 1,000 Gm. 
The average protein intake should be raised to a level which permits a positive 
nitrogen balance. If these patients consumed only 125 Grn. of protein per day, then 
assuming that endogenous protein metabolism is at a minimum, that there is no 
evidence of hepatic insufficiency and that intestinal absorption is maximal in 
efficiency, then deducting 25 Gm. of proteins for the loss incurred by endogenous 
protein metabolism, only 75 Gm. of protein would be available for utilization by 
the body per day. On this basis it would take fourteen days to restore the loss of 
1,000 Gm. of body protein. Plasma has often been given to patients as a means 
of supplying protein. That plasma can supply only a small quantity of proteins 
is evident when one remembers that each 100 cc. of plasma contains about 7 Gm. 
of protein and that 500 Gm. of plasma contains, therefore, only 35 Gm. of proteins. 
Hence, other means of increasing the protein intake must be made available. 
“Amigen,” I note, has been used intravenously in these patients at Bellevue Hos- 
pital. The use of this substance by vein cannot be continued for more than a few 
days, because of the fact that the “amigen” solution tends to cause phlebosclerosis. 
However, this method of administration is useful as a stopgap remedy, and this 
preparation is known to maintain nitrogen equilibrium. One must bear in mind 
that each liter of “amigen” contains 5 Gm. of sodium chloride. My colleagues and 
I have trained soldiers to take “amigen” without recourse to injection, by the use 
of the stomach tube, which the patient is trained to swallow. We have also tried - 
other amino acid preparations in addition to “amigen” to promote nitrogen equilib- 
rium, with encouraging results. The important point is that proteins of high bio- 
logic value should be given in adequate amounts. We have given as much as 3.75 
Gm. protein per kilogram of body weight or even as much as 6 Gm. protein per 
kilogram. We have not had serious reactions to proteins given in such amounts. 
I have tried it, also, in an instance in which there was evidence of tubular damage 
in the kidneys, have followed the blood nonprotein nitrogen and made repeated 
determinations of urea clearance, all of which were normal during the course of a 
high protein feeding regimen. The patients we studied were able to tolerate this 
quantity of proteins of over 200 Gm. per day, without any difficulty, Though amino 
acid and polypeptide preparations are valuable adjuncts in treatment, the fact must 
not be forgotten that natural food proteins are an excellent source of proteins of 
high biologic value, and these should be employed whenever possible. 

Dr. E. W. AsraAmowitTz: In 1923, Davis and Davis of St. Louis reported 
recovery in 6 out of 7 patients with pemphigus (ArcH. Dermat. & SypH. 8:626 
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[Nov.] 1923) with injections of “coagulen” (claimed to be a thromboplastic and 
hemostatic agent) and iron cacodylate. A number of other patients, all from St. 
Louis, also responded well. This medication failed to check the course of the 
disease in patients in other cities, which 1:1 to the use of the term “St. Louis 
pemphigus.” That meant either that a type of pemphigus was seen there, different 
from what is seen here, or-else it may not have been pemphigus. There are no 
hard and fast criteria on which the diagnosis of pemphigus can be made with 
certainty in all cases. I do not agree that pemphigus always starts on the skin. 
Many cases start in the mouth and sometimes in the lower part of the respiratory 
tract or esophageal area. I have seen a patient admitted with a diagnosis of coro- 
nary disease, and it turned out that pemphigus had started in the esophgus or 
trachea, for the patient later had mucosal and cutaneous lesions. We have all had 
an occasional case in which there apparently was a remission with no particular 
type of treatment. 

I want to add my accolade to the others on the results obtained by Dr. Combes. 
I think that such presentations, even without adequate controls, are worth 
recording. Carbarsone is said to be the least toxic of the pentavalent organic 
arsenicals. Good nursing is an important factor. The use of amino acids, vitamins 
and general supportive measures is helpful. One must guard against being too 
optimistic in judging the results of any treatment for pemphigus that has purely 
empiric basis. 

Dr. FrepericK Reiss: Dr. Combes mentioned that para-aminobenzoic acid 
has been given to detoxify the carbarsone. I think that this is an important 
phase in the treatment for pemphigus. There was an article by S. Rosenak 
(Lancet 2:1056, 1938) regarding treatment of herpes zoster with paravertebral 
injection of procaine hydrochloride. The results obtained are hardly capable of 
producing such a quick and lasting effect, and since procaine hydrochloride is 
chemically related to para-aminobenzoic acid, the explanation of such a remarkable 
response is probably in the virucidal effect rather than the anesthetic influence of 
procaine hydrochloride. A recent article (Findley, T., and Palser, R.: J. A. M. A. 
128:1217 [Aug. 25] 1945) on the treatment of Rocky Mountain spotted fever with 
large doses of para-aminobenzoic acid corroborates the efficacy of this drug in 
rickettsial infections. I think that Dr. Combes has made an interesting and impor- 
tant statement, and since it is known that pemphigus may be caused by a virus, I 
suggest that another trial be made with para-aminobenzoic acid alone. 

Dr. Frank C. Comspes: I am overwhelmed by some of the discussion. The 
use of expressions such as “miraculous” is unwarranted. I do not for one instant 
consider these patients cured. The disease has been temporarily arrested; a remis- 
sion has been hastened, and possibly this period of freedom from active symptoms 
has been extended. 

Dr. Rosen suggested that pemphigus frequently begins in the mouth, following 
extraction of a tooth, and I think that he mentioned that lesions sometimes begin 
prior to extraction. I have also observed this history in many patients and feel 
that it is contributory evidence to the infectious nature of the disease. 

My colleagues and I have had excellent results with “amigen,” having in some 
instances increased the serum proteins in a few days from 4 to 9 Gm. per hundred 
cubic centimeters. It is given in doses of 50 to 100 Gm. daily in chocolate. It is 
rather distasteful, but it is easier to give by mouth, especially over such a long 
time. Dr. Ling has brought out the essential points in this connection. In some 
instances we have given injections of whole blood. We are at present starting 
some studies with nitrogen for pemphigus, under the direction of Dr. Zuckerman 
and Dr. Ruggiero. 
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Many patients show a tendency to acidosis, which is accentuated by the amino 
acids. Alkalis must be administered simultaneously, and our patients are given 
1 per cent of lactic acid and 0.5 per cent of sodium lactate with the “amigen.” 


' We are just now beginning to administer the sodium salt of para-aminobenzoic 


acid intravenously. I believe that it can be given in doses up to 4 Gm. We are 
giving only 100 to 200 mg. daily. 


Erythema Elevatum Diutinum. Presented by Dr. Louis TuLrpan. 


J. O., a man aged 54, is presented from Bellevue Hospital. He was presented 
before the Manhattan Dermatologic Society on April 10, 1945, by Dr. Maurice J. 
Costello, for diagnosis. At that time he presented a nodular eruption involving 
the ankles, knees and elbows. In May histologic studies by Dr. Fred Weidman of 
Philadelphia were reported as proving a diagnosis of erythyema elevatum diutinum. 
Treatment has consisted of vitamins C and K, whole blood and irradiation of 
approximately 300 r to the lesions on the ankles. There has been moderate improve- 
ment in the last two months. 

DISCUSSION 


Dr. Evcene T. Bernste1n: This is a disease about which there are two 
schools of thought. The persistent elevated erythema which was described by 
Crocker in 1894 as erythema elevatum diutinum was divorced from the disease 
described under the label of granuloma annulare by Weidman and Besancon. In 
order to prove its separate identity they even isolated an organism, Streptococcus 
ignavus, and thought that this organism was the causative agent. Trimble, on the 
other hand, thought that the so-called Bury type of erythema diutinum was 
synonymous with granuloma annulare, whereas the Hutchinson type of erythema 
elevatum diutinum is a disease entity entirely separate from granuloma annulare. - 
I think that this is erythema elevatum diutinum and that the diagnosis should be 
accepted because of the distribution and the lesions which show the following 
morphologic attributes: they are flat, raised and violaceous red, with no central 
clearing, whereas in granuloma annulare there are skin-colored ringed nodules 
with normal centers. At any rate, the question of terminology and separation 
of the two diseases is still in a state of flux. 

Dr. IsaporE Rosen: This case does not fit in with my conception of erythema 
elevatum diutinum. Clinically it suggests the type of lesion that is seen in extra- 
cellular cholesterosis. This disease often begins with lesions that look like bullous 
erythema multiforme of the hemorrhagic type, which after a while clinically suggest 
some form of tuberculosis. 

Dr. Frank C. Compes: I am not convinced that this is erythema elevatum 
diutinum. If it is, it does not resemble the disease in those few cases I have seen 
and those with which I have become acquainted through the literature. Trimble’s 


patient turned out to have lymphosarcoma and died of that disease. If there is such 


a disease as erythema elevatum diutinum, it is both a clinical and histologic entity, 
entirely distinct from granuloma annulare. The confusion with the latter was 
caused by Bury and Graham-Little. The original case was reported by Hutchinson 
(Hutchinson, J. A.: Lectures on Clinical Surgery, London, J. & A. Churchill, 
1878, vol. 1; Brit. J. Dermat. 1:110, 1888-1889; Arch. Surg. 1:372, 1890-1891). 
For years it was believed that there were two types, the so-called Bury type and the 
Hutchinson type. The former, however, occurred in young persons, was radio- 
sensitive and would heal spontaneously. In the Hutchinson type, the victims were 
elderly and arthritic and no treatment was of avail—hence the name “diutinum.” 
The Bury type was undoubtedly granuloma annulare. 
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The Hutchinson type does not ulcerate. In this patient the ulceration may be 
part of the “nembutal” (pentobarbital sodium) dermatitis. Furthermore, some 
of these lesions have responded to radiotherapy, which is unlike erythema elevatum 
diutinum. Histologically, this case does not remotely resemble Urbach’s extra- 
cellular cholesterosis. 

Dr. Eucene T. Bernstein: The term extracellular cholesterosis, as coined 
by Urbach, designates a hypertrophic type of xanthoma characterized morpho- 
logically by small nodules and tumors attacking especially the dorsa of the hands 
and feet. The eminent metabolic specialist, Tannhauser of Boston, is of the opinion 
that this name is solely descriptive and that the disease is an expression of lipid 
disturbance, commonly referred to as xanthomatosis. 


Acute Leukonychia (Possible Causes: Traumatism, Drugs, Ulcerative 
Colitis). Presented by Dr. Evcene T. Bernstein and Dr. Lewis Gotp- 
BERGER. 


G. H., a boy aged 16, is presented from Mount Sinai Hospital with leukonychia 
of all finger nails, of three weeks’ duration. On admission, January 7, the nails of 
all fingers were dead white, but now the disease is in a state of recession, as the 
lateral and distal borders show returning normal color. 

The patient had ulcerative colitis for two years and received low residue diet, 
vitamins, opium, emodin, ferrous sulfate, carbarsone and the like. He has received 
no treatment for the past week, and the beginning recession might be due to the fact 
that he has not bitten his nails during that time. Traumatism, therefore, is the 
most likely causal factor. 

DISCUSSION 


Dr. E. Wit1am AsramowitTz: I think that the arsenical factor can be 
excluded. Various psychic and systemic diseases can cause white nails. My 
colleagues and I had an interesting experience at the Skin and Cancer Hospital 
several years ago. A patient came in with leukonychia striata. The transverse 
lines were equally spaced on the nail plate and coincided with the time interval 
of pneumothorax treatments for pulmonary tuberculosis. I had occasion to speak 
to several phthisiologists about this, and they said that they had not observed a 
similar case. 

Dr. Eucene T. Bernstein: Leukonychia can be divided into traumatic, 
idiopathic, acute, chronic, partial, striated and total leukonychia. The case we 
present is an example of acute total leukonychia. Up to now there have been not 
more than 20 cases reported in the literature (Heller, J.: Die Krankheiten der 
Naegel, in Jadassohn, J.: Handbuch der Haut-und Geschlechtskrankheiten, Berlin, 
Julius Springer, 1927, vol. 1). This is the second case that I have observed since 
1917. In the literature instances of acute leukonychia have been reported as asso- 
ciated with intense emotional upsets and also after infectious diseases. The patient 
we present is suffering from ulcerative colitis, for which he has been treated 
with many drugs, and there is also a history of emotional upsets. The patient 
has had this disease for only seven days. This type of acute total leukonychia 
should be regarded as constitutional in origin. 


Dermatomyositis Accompanied with Scleroderma, Dysphagia and Dyspnea. 
-Presented by Dr. Maurice J. CosTELLo. 


Relapsing Mucocutaneous Syphilis. Presented by Dr. NATHAN Soset. 
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Melanoma (of Twelve Years’ Duration, with Proliferation of One Area 
Beginning One Month Ago). Presented by Dr. HERMAN SHARLIT. 


S. A., a woman aged 57, is presented from the Skin and Cancer Unit, with a 
lesion on the right scapular region of twelve years’ duration. On the right scapular 
region there is an area 2 by 2 inches (about 5 by 5 cm.) and serpiginous in outline 
with a clear center. This consists of an oval chain of islands of melanotic lesions, 
in the lower right portion of which there is a dime-sized elevated lesion which 
bleeds at times. This elevated area has been present for the past month. 


DISCUSSION 


Dr. Frep Wise: I believe that everybody will agree that this is probably 
melanocarcinoma and that the only treatment is wide excision. The lesion requires 
removal, regardless of whether or not metastases are present. 

Dr. IsaporE Rosen: I think that one has to be guarded in giving a prognosis 
in this case. Melanotic lesions that begin to ulcerate ears metastasize. 
I would suggest wide surgical removal of the lesion. 

Dr. Davin Bioom: Does the presenter intend to perform a ‘hint before 
treating the lesion? 

Dr. Max ScuHeer: I would suggest that before excision a roentgenogram be 
taken of the lungs and other organs to see whether metastases are present, because 
these lesions may metastasize rather early. 

Dr. Maurice J. Costetto: I think that it is important in these cases to 
describe, if possible, what the lesion looked like originally. One would learn a 
great deal if one could be sure of the true nature of the original nevus. These 
facts are seldom presented in the discussion. 

Dr. HERMAN SHARLIT: My colleagues and I saw the patient only once and 
must judge from the history what the original lesion was like. I should say that 
the original lesion would have been like most of the lesions still present. Obviously 
the prognosis should always be guarded, no matter what the original lesions were 
like. I am of the opinion, also, that there should be wide excision and nothing 
else. I do not see what can be achieved in determining the presence of metastases 
now, except to prognose a fatal termination. It would appear to me, for the sake 
of the patient, that even if we discovered metastases we should surely do something. 
The lesion bleeds readily now. We might as well take care of the lesion and excise 
it widely whether metastases are present or not. 

Dr. CHartes WoiF: The viewpoint that Dr. Sharlit has just presented does 
not coincide with the view of carcinologists; they do not operate when widespread 
metastases are present. If this patient shows metastases to the lungs, kidneys or 
- other parts of the body, it is futile to consider any operative procedure, because 
the death knell has already sounded. I take the viewpoint that it is essential to 
know the general status of the patient before undertaking any radical procedure. 


Dr. HERMAN SHARLIT: A roentgenogram would simply indicate the prognosis. 


Pustular Psoriasis of Palms and Soles with Changes in the Nails and 
Psoriasiform Lesions on the Skin. Presented by Dr. Davin BLoom. 
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Epidermolysis Bullosa. Presented by Dr. NATHAN SoBEL. 


A Case for Diagnosis (Dermatitis Vegetans? Secondary Pyogenic 
Granuloma Superimposed on Lichenified Eczema?). Presented by 
Dr. CHARLES WoLrF. 

G. C., a man aged 64 and born in the United States, is presented with an 
eruption in the groins of eight years’ duration. The patient has suffered from 
‘itching in the groins, accompanied with a dry scaly process, for the past eight 
years. About four months ago the region began to sweat excessively, and the 
patient then noticed raised lesions. 

There are raised infiltrated pale pink lesions in both groins, extending to the 
scrotum and perineal region. The surface is soft and moist, and on pressure a 
purulent discharge is expressed. The lesions have a cauliflower-like vegetating 
appearance. In the internatal cleft is an infiltrated brownish dry scaly lesion. 

The Wassermann reaction of the blood was negative, as was the reaction in the 
Frei test. Examinations revealed no Donovan bodies. The report of biopsy was 
granuloma. 

The eruption immediately regressed with administration of potassium 
permanganate soaks and penicillin ointment for one week and was thereafter 
stationary. It became aggravated with alibour solution (containing zinc and 
copper sulfates) and penicillin ointment. 


DISCUSSION 


Dr. Frep Wise: I believe that the éruption corresponds to the so-called giant 
lichenification originally described at the Prague Clinic. It consists of infiltrated 
isolated lesions which become elevated as a result of scratching. This patient 
has a flat lesion on the sacral region which has not yet become elevated, and I 
believe that it is the same type of lesion as on the femoroscrotal fold. I think 
that sweat, dirt and the like cause the lesions. There is not enough vegetation to 
justify the diagnosis of dermatitis vegetans. 

Dr. Herman SHaruit: Has any attempt been made to rule out possible 
intoxication from the halogens? 

Dr. Maurice J. Costetto: This patient complains of severe itching. I think 
that the eruption presents a hypertrophic type of eczema, as Dr. Wise suggested. 

Dr. Frep Wise: I would be inclined to try roentgen ray therapy rather than 
surgical measures. 

Dr. R. Yonter (by invitation): There is no history of intake of drugs 
whatsoever in this case. The man was healthy until a few years ago, when he 
suddenly lost his hair. The eruption began with an itchy and scaly process. 
The heaped-up cauliflower-like arrangement has appeared only in the last few 
months. He has improved remarkably with treatment with potassium permanga- 


nate soaks and a tyrothricin cream. 


Lupus Vulgaris of the Leg. Presented by Dr. Samuet M. Peck. 


A Case for Diagnosis (Lupus Pernio?). Presented by Dr. E. W. 


ABRAMOWITZ. 

F. H., a woman aged 40, first came to the New York Skin and Cancer Clinic 
on Jan. 11, 1946, with an eruption on the face of five and one-half years’ duration. 

The patient’s mother died at 32 of tuberculosis of the lungs and her father at 65 
of cardiac disease. Three sisters are alive and well. One child died at the age of 
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3 months of unknown cause. The patient has been treated at Harlem Hospital 
and for about two years at the hospital for Joint Diseases. Her past history is 
essentially unimportant. 

On the left zygomatic region there is an irregularly shaped dusky red slightly 
indurated plaque, with occasional pustular formation. On the right cheek there is 
a similar but larger plaque, containing several superficial scars. The tip of the 
nose is bluish red. 

The urine was normal, and the Wassermann and Kahn reactions of the blood 
were negative. A roentgenogram of the lungs revealed “moderate hilar and root 
branch thickening, with calcification of the hilar nodes on the left, evidently of 
puerile nature.” The peripheral areas of the lungs were clear. 


The tuberculin test showed a reaction of 1 plus (dilution 1 to 100,000). 
The biopsy report was “lupus vulgaris (Leloir).” 
DISCUSSION 


Dr. Eucene T. Bernstein: In evaluating this case one has to consider three 
possible diagnoses: (1) angiolupoid (Brock-Pautrier), (2) lupus pernio (Besnier) 
and (3) chilblain lupus of Hutchinson. The first two diseases fall inté the group 
of cutaneous sarcoids. In angiolupoid there are few bluish red lesions, which are 
seen chiefly on the sides of the nose, and there are numerous telangiectatic vessels. 
In lupus pernio, which is often confused with chilblain lupus, there are thick 
bluish red plaques symmetrically disposed on the nose and face. In the early stage 
the nose may become thickened through tumefaction. Boeck considered the disease 
to be constitutional and caused by a nonvirulent tubercle bacillus. It is true tuber- 
culosis. This case is a typical instance of lupus pernio, with involvement of the 
lungs. Also, the histologic picture with true lupus tubercles confirms the clinical 
diagnosis. Chilblain lupus should not be considered, because the histologic picture 
is that of lupus erythematosus. Of course, chilblain lupus involves the face, but 
it consists of erythematous patches aggravated by the cold. In the early states 
the lesions resemble chilblains, but later they have the clinical appearance of discoid 
lupus erythematosus. 

Dr. IsaporE Rosen: The clinical features now suggest rosacea rather than 
lupus pernio. The patient says that the lesions have the same features in summer 
as in winter. There seems to be no evidence of vascular disturbance in the hands, 
feet or ears. For that reason I would doubt the diagnosis as presented. 

Dr. Maurice J. Costetto: I think that this patient has rosacea. As for an 
explanation of the scars, she stated that she was told to prick the pustules with 
a needle and express the contents. She also stated that she is a “coffee addict,” 
which is not uncommon in persons with rosacea. 

Dr. Frep Wise: I believe that this is the type of eruption that European 
dermatologists call lupus pernio and that the histologic picture is suggestive. The 
histologic changes are sometimes those of sarcoid and sometimes those of lupus 
vulgaris. I wé6uld call your attention to Lewandowsky’s book on tuberculosis, 
which illustrates an exact duplicate of this woman’s eruption. I have little doubt 
of the correctness of the diagnosis of lupus pernio in this patient. 

Dr. Marion B. Sutzpercer: I agree entirely with what Dr. Wise said, and 
I think that this is the important fact about this case: Although one might on 
superficial inspection think that this was just ordinary rosacea, more careful 
scrutiny of both clinical appearance and histologic observations shows that this 
is really a member of the large family of tuberculous dermatoses of the face. 
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I do not believe that one can produce regular pitted scars of precisely this kind 
simply by opening pustules and pressing out pus. I think that those scars are an 
intrinsic part of the disease and that the observations are in accord with the 
diagnosis of tuberculoderma. I can see nothing discordant in the observations. 
I would like the presenter to tell us about the results of the roentgenograms of 
the lungs and bones. 

Dr. Davin BLoom: This patient, whom I have observed for some time, shows 
considerable improvement, as the lesions are much less red. At first the lesions 
on the nose and checks were dark bluish red, and one was reminded immediately 
of the photograph of lupus pernio in the “Handbuch der Haut- und Geschlechts- 
krankheiten” (vol. 10, pt. 1, p. 397). Since the histologic report is that of tuber- 
culosis, the diagnosis of lupus pernio is justified. 

Dr. E. W. AsramMowitz: I have had no experience in treating this type of 
lupus with tuberculin. These cases are not common. I favor the diagnosis of 
lupus pernio, because the lesions are so prominent on the nose and sides of the 
cheek without lesions on the forehead and sides of the face and because of the 
history of exposure in the family. There is some discussion in the literature as 
to whether or not lupus pernio is a form of sarcoid. 


MANHATTAN DERMATOLOGIC SOCIETY 
E. W. Abramowitz, M.D., President 
Wilbert Sachs, M.D., Secretary 
Dec. 11, 1945 


Dermatitis Factitia. Presented by Dr. Georce M. Lewis. 


A Case for Diagnosis (Sporotrichosis?). Secondary Syphilis (Treated). 
Presented by Dr. Frep Wise for Dr. Georce C. ANDREWS. 


G. V., a woman aged 20, is presented with an eruption in the left epitrochlear 
area, left axilla and the volar surface of the left wrist, of seven months’ duration. 
Secondary syphilis was diagnosed nine months ago, because of a generalized 
eruption together with a positive Wassermann reaction of the blood. She received 
four injections of oxophenarsine hydrochloride intravenously, 2,000,000 units of 
penicillin intramuscularly and three injections of bismuth compound before coming 
t6 me in May 1945. While in Florida, two months previously, a papule had devel- 
oped on the volar surface of the left wrist, which she believed to be the result of 
an insect bite. About six weeks later she noticed tender swellings in the left 
epitrochlear area and in the left axilla. She had no chills or fever. The tender 
areas became enlarged and tenderer, and the arm became painful to move. 

Examination revealed an erythematous papule, 5 mm. in diameteg, on the volar 
surface of the left wrist. No central punctum could be noted. In the left epi- 
trochlear area was a marble-sized tender firm node, with no erythema on the 
surface and no red streaks up the arm. 

The swellings became more painful and enlarged. The patient received 125,000 
units of penicillin intramuscularly every three hours for five days, totaling 
5,000,000 units, without any effect. A new indurated swelling developed just 
proximal to the epitrochlear node, and the latter became fluctuant. This was 
aspirated, and about 1.5 cc. of thick purulent material was obtained. The papule 
on the left wrist was removed for histologic study. 
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In the past twelve weeks the patient has received roentgen ray therapy, 75 r 
weekly, with 3 mm. aluminum filter, to each of three areas on the right arm and 
axilla, for a total of 675 r, without much effect except relief of pain and tender- 
ness in the arm. For one month she has been taking 30 to 60 drops of saturated 
solution of potassium iodide three times daily. The masses have regressed only 
about 50 per cent. 

Laboratory Examinations—The Wassermann reaction of the blood was 4 plus. 
The Wassermann reaction of the spinal fluid was negative. The test for 
Hemophilus ducrey elicited a negative reaction. The reaction-in a cutaneous test 
with old tuberculin in dilution of 1 to 100,000 was negative. Smears of pus 
aspirated from the gland in the axilla and stained for bacteria, fungi and acid-fast 
organisms were negative. Inoculation of a guinea pig with the same pus yielded 
negative results at six weeks. Results of inoculation on both aerobic and partial 
anaerobic culture mediums were negative. Results of inoculation on Sabouraud’s 
solid medium were negative for fungi. Results of the agglutination test of serum 
by the Board of Health for Brucella organisms and organisms which cause 
tularemia, typhus and typhoid were negative at three months and again at six 
months. The white blood cell count on August 21 was 11,500, with 84 per cent 
polymorphonuclear leukocytes, and on August 27 it was 16,650, with 84 per cent 
polymorphonuclear leukocytes. The urine was normal. 

Diagnosis on biopsy of the papule on the left wrist was “chronic inflammatory 
tissue.” 

DISCUSSION 


Dr. FrepErIcK Reiss (by invitation): It is difficult to comment after so many 
tests have been made, none of which gave any information. The disease is sugges- 
tive of sporotrichosis. Culture should give some result. I wonder whether the 


possibility of tularemia could be ruled out. 

Dr. Witpert Sacus: While I cannot offer a diagnosis without positive 
observations, I would hesitate to accept the diagnosis of sporotrichosis. 

Dr. GeorcE M. Lewis: The organism of sporotrichosis is difficult to see in a 
smear. However, Sporotrichum schenckii is one of the easiest fungi to demon- 
strate in culture, so if cultures have been taken from these lesions and they are 
sterile, I would be inclined to vote against sporotrichosis. I think that the 
fluctuating lesions might be aspirated and the pus spread on culture mediums, and 
I also suggest that the sporotrichin cutaneous test be used. That is a fairly specific 
test in that if the result is negative, it means that the patient does not have the 
disease. One other clinical feature against the diagnosis is the wide space between 
lesions; there are only three lesions along the length of the arm. I think that 
inoculation tuberculosis has to be considered, and I would like to see the question 
of tuberculosis investigated more fully. 


Lupus Vulgaris Erythematosus (?). Presented by Dr. Max SCHEER. 


G. T., a woman aged 29, is presented from the Skin and Cancer Hospital with 
lesions on the mandibular area of the face, of four months’ duration. Extending 
inward on the chin and neck is a confluent flat dusky red eruption, with increased 
thickening of the skin. The periphery is well demarcated and includes prominent 
pinhead-sized papules. No apple jelly nodules are observed on diascopic pressure. 

The patient has a history of syphilis and still presents a Wassermann reaction | 
of the blood of 2 plus. A roentgenogram of the chest showed no pulmonary 
changes. She reacted strongly to a tuberculin patch test. 

The report of biopsy was lupus vulgaris. 
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DISCUSSION 


Dr. IsaporE Rosen: I agree with the diagnosis. The unusual feature is the 
rapid development of lupus vulgaris at this age. Four months’ duration is unusual. 
I could see small apple jelly nodules around the periphery on the neck. I wonder 
whether the patient has any contact with birds, which might account for an avian 
type of tuberculosis. 

Dr. Davi Broom: It usually takes several years for an eruption of lupus 
vulgaris to become as extensive as that shown by this patient. I therefore doubt 
the accuracy of the history as to the duration of four months. 


A Case for Diagnosis (Dermatitis Herpetiformis?). Presented by 
Dr. IsaporE Rosen. 

J..O., a woman aged 51, visited the Skin and Cancer Clinic for the first time 
on Nov. 7, 1945, complaining of a pruritic eruption of eight months’ duration. 

The eruption extends along the middle of the back down to the lumbosacral 
region in the form of a triangle, extending in the form of a girdle around the 
body until it reaches the region under the breasts. The eruption consists of hyper- 
pigmented spots and somewhat raised scarlike lesions. This eruption has been 
present for the past eight months. During the past week a new eruption appeared, 
consisting of a few erythematous excoriated lesions in the supraclavicular regions, 
a vesicular lesion on the left palm, a vesicular lesion on the inner aspect of the right 
foot and excoriated lesions on the back of the left foot. 


The urine was normal. The Wassermann and Kahn reactions of the blood 
were negative. A patch test with potassium iodide ointment produced a bullous 
lesion. Biopsy was reported as showing the features of dermatitis herpetiformis. 


DISCUSSION 


Dr. Samuet M. Pecx: The disease in some of these cases responds 
dramatically to treatment with sulfonamide drugs. I think that it is worth while 
to refer to the type of case in which there develops typical Duhring’s disease, 
especially if there is a history with infection, with a positive reaction in the 
potassium iodide test, a basal metabolic rate of less than —20 per cent and an 
unusual reaction of hypersensitivity to any ordinary organism causing cutaneous 
disease, such as a Staphylococcus organism. In this type of case administration 
of sufficient thyroid to bring the metabolic rate up to normal, together with 
injections of staphylococcus toxoid, often results in improvement. I have at least 
half a dozen such patients under observation that I have been able to keep well. 
Those are the patients that usually respond well to treatment with sulfonamide 
drugs. The first case I had was in a boy from México, D. F., Mexico, who 
received an injury while playing football. He stays well as long as he takes 
thyroid and injections of staphylococcus toxoid. I mention it here because I would 
like to have those cases differentiated from those of Duhring’s disease, because 
the disease in the former probably constitutes a clinical entity which may or may 
not belong to idiopathic Duhring’s disease. The reaction in the potassium iodide 
test may or may not be positive. 

Dr. Herman SuHarwit: A patient with a basal metabolic rate of less than 
—20 per cent probably has myxedem4, and his disease must certainly be in a 
different group from that which is called dermatitis herpetiformis. I doubt whether 
most patients have a basal metabolic rate of —20 per cent, and the entity referred 
to as dermatitis herpetiformis as a rule is not accompanied with any such basal 
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metabolic rate. These patients have true Duhring’s disease. I understand from 
Dr. Jessner that the disease is made worse by the administration of thyroid. 

Dr. SaMuEL M. Pecx: Of course, that is the point I make. Clinically, the 
disease in these patients looks like Duhring’s disease and is presented as such. The 
patients often have a positive reaction in a potassium iodide test and a basal 
metabolic rate below —20 per cent, and I am sure that they do not have true 
Duhring’s disease. The average patient with Duhring’s disease does not improve 
with treatment with thyroid. 

Dr. Frep Wise: I agree with the diagnosis as presented. I want to ask 
Dr. Peck about the staphylococcus toxoid which he gives—how much, how long 
and at what intervals? 

Dr. SAMUEL M. Peck: I start treatment with that dose of staphylococcus 
toxoid which does not elicit a local reaction after intradermal injection. If 0.1 cc. 
elicits a reaction, I dilute it and increase the amount gradually, always keeping 
below the reactive doses. Some patients require treatment for months. If I get 
a large flare with 0.1 cc. of no. 1 toxoid, I increase the dilution. All injections 
are intradermal. 

Dr. Davip Bioom: Jadassohn stated that all patients with Duhring’s disease 
give a positive reaction in the potassium iodide test. This is contrary to what many 
of us apparently believe. 

Dr. SAMUEL M. Peck: The test is not specific, as other diseases are associated 
with a positive reaction in the potassium iodide test. 

Dr. ISADORE RosEN: The patient was presented on account of the unusual 
distribution of the eruption, which is symmetric and follows the course of the 
nerves. 


Follicular Lichen Planus. Presented by Dr. Jack Wor. 

J. M., a girl aged 19, is presented from the Skin and Cancer Unit with an 
eruption in the regions of both elbows, of approximately three months’ duration. 
There is no associated itching, but the areas are sensitive even to mild pressure. 
During the previous winter she had an eruption on the wrists, which is now 
entirely healed. The eruption consists of several groups of tiny follicular papules 
with central hyperkeratotic plugs, some spinous in character. The larger groups 
are hyperpigmented and violaceous. On the flexor aspect of each wrist she presents 
a brownish black macule, the site of previously active lesions. There are no other 
cutaneous manifestations on the scalp or the rest of the body. 


DISCUSSION 

Dr. FrepericK Reiss (by invitation): I think that it is lichen planopilaris. 
I wonder whether there are any lesions on the scalp. 

Dr. Frep Wise: I agree with the diagnosis as presented. 

Dr. Jack Wotr: I cannot answer as to the history of ingestion of drugs. A 
biopsy was desired, but the girl is only 19 years old and as yet parental permission 
has not been obtained. I think that the lesions on the wrist were previously lesions 
of true lichen planus. (Biopsy later confirmed the diagnosis of follicular lichen 
planus.) 


Discrete Keratosis of the Dorsal Aspect of the Hands. Presented by 
Dr. Jack Wor. 


M. J., a man 20 years old, is presented from the Skin and Cancer Unit with 
lesions on the back of the hands, of five years’ duration. There are two lesions 
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on each hand, parallel in position to each other and extending horizontally, one 
above the metacarpophalangeal joints and one below the wrist. On the right hand 
the upper lesion is along the ulnar aspect of the hand and on the left along the 
radial half, above the thumb. These lesions are 4.5 cm. by 1 cm. They are sharply 
circumscribed, slightly raised, firm, rough to the touch, nonscaly and almost normal 
in color. 

DISCUSSION 

Dr. Wizeert Sacus: I would have thought of the possibility of porokeratosis. 

Dr. SAMUEL M. Peck: I agree with the diagnosis as presented, and I think 
that this is the second case I have seen. What the cause is, whether it is a delayed 
type of nevoid reaction or a peculiar traumatic response like the stigmas seen in 
occupational dermatoses, I do not know. Such lesions build themselves rapidly in 
certain persons. My conception is that it is a sort of delayed nevoid reaction. 

Dr. Frep Wise: I agree with the diagnosis as presented. I cannot conceive 
of any induced trauma which would produce lesions on the back of the hand, unless 
it can be proved that the patient did work which might cause friction in that 
area. I think that the dermatosis is analogous to the so-called knuckle pads, the 
cause of which is unknown. The eruption is difficult to explain except on the basis 
of a late nevoid manifestation, as Dr. Peck suggested. I do not believe that it is 
due to either trauma or contact. 

Dr. Davip BLoom: This is a rare disease, if contrast to keratoses seen on the 
palms. If special trauma can be excluded as causative, I am inclined to assume 
that this is a nevoid disease. 

Dr. Wiceert Sacus: There is no inflammatory reaction or true hyperkeratosis 

in ichthyosis. 
- Dr. Jack WoiF: This is the first case of its kind that I have seen since 
Jeffrey Michael described the disease as an entity. I have questioned this patient 
in regard to possible contacts, but could obtain no such information. However, the 
boy was in the service for some years, without the contacts or trauma he might have 
had previously. I agree that it is probably a delayed nevoid disease. 


E. W. Abramowitz, M.D., President 
Wilbert Sachs, M.D., Secretary 
Jan. 8, 1946 


A Case for Diagnosis (Pyoderma? Epidermolysis Bullosa? Extracellular 
Lipoidosis?). Presented by Dr. E. W. ABramowl!7z. 


Localized Scleroderma. Presented by Dr. Samuet M. PEck. 


D. T., aged 47, was first seen May 8, 1936, complaining of lesions on the legs 
which had been present for fifteen years. At that time, as shown in the photo- 
graphs, the patient presented typical scleroderma of both legs. Results of labora- 
tory examinations, including the Wassermann reaction of the blood, were negative. 
The patient is presented at this time so that the end results in several of the 
scleroderma patches gan be compared with those shown in the photographs taken 
almost ten years ago. One of the lesions is said to have cleared following an insect 
bite (the lesion on the right leg). 


SOCIETY TRANSACTIONS 551 


DISCUSSION 


Dr. ANTHONY C. Crpottaro: I am glad that Dr. Peck presented this case, 
because it confirms the opinion of most dermatologists that some cases of sclero- 
derma do improve, either spontaneously or after the passage of time, contrary to 
the view of some of the internists specializing in vascular diseases who have a 
pessimistic outlook in regard to the prognosis of this disease. 

Dr. Georce M. Lewis: I imagine that Dr. Peck considers this as the morphea 
type of scleroderma. I think that in many cases the results, as in the case 
observed here, have occurred spontaneously. 

Dr. Witsert Sacus: This case emphasizes the fact that there is no degeneration 
in scleroderma. 

Dr. Davip B. BALLIN (by invitation): The localized type of scleroderma does 
show improvement, in contradistinction to the generalized type. The lesions regress, 
and the skin becomes almost normal. 

Dr. Frep Wise: I think that it merits emphasis that this is localized morphea 
and not generalized progressive scleroderma. Internists express the opinion that 
morphea does not result in visceral changes, such as those in the lungs, as does 
progressive scleroderma. I would like to ask Dr. Peck whether diabetes is present. 

Dr. SAMUEL M. Peck: Reactions in all laboratory tests were normal. My only 
reason for bringing this case before the Society is that it is unusual to see end 
results like this, and I believe, as does Dr. Lewis, that more cases like this should 
be presented. It is now twenty years since the begirining of the disease, and still 
one sees lesions present. The lesion described as having been bitten by a mosquito 
appears to me to be a sort of herniation of tissues. I agree with Dr. Sachs that 
sclerosis is not present. I could not conceive of lesions like that in an ordinary 
case of scleroderma. 


Generalized Annular Atrophic Lichen Planus Eruption Due to Quinacrine 
Hydrochloride (“Atabrine’”). Presented by Dr. Maurice J. CosTetto. 


S. S., a man aged 32 and an officer in the United States Army, has had a 
generalized eruption for the past month and a half. It consists of lilaceous annular 
lesions varying in size from 0.5 to 2 cm. The borders are raised and whitish, and 
the centers are slightly depressed and atrophic. The lesions are seen on the flexor 
and extensor surfaces of the extremities and torso. There are two areas of bald- 
ness, measuring about 10 cm. in diameter, on the parietal regions of the scalp, and 
there are several noninflammatory areas of alopecia of the beard. Two lesions are 
present on the dorsal aspect of the tongue. There is a decided yellowish tint to 
the skin. The patient stated that he took 1 quinacrine hydrochloride (“atabrine”) 
pill daily from May to November, 1945. He claimed that many of the enlisted 
men and officers in his division had similar eruptions of various degrees of severity. 
He stated that before he entered the armed services he had had alopecia areata of 
the scalp. On this occasion the patches of alopecia occurred simultaneously with 
the appearance of the eruption. 

DISCUSSION 


Dr. Frep Wise: If I did not know that “atabrine” was in existence, I would 
say this was typical disseminated lichen planus. The disease must be regarded as 
an eruption dye to drugs if it can be proved that this man never had lichen planus 
before he took “atabrine.” If he gave a history of having had lichen planus before 
taking “atabrine,” this must be regarded as an ordinary lichen planus eruption. 
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Dr. IsaporE Rosen: There is no question that the cutaneous manifestations in 
this patient are those of lichen planus. The unusual feature is the alopecia areata. 
I do not recall ever having seen alopecia areata in patients with lichen planus. 

Dr. HERMAN SuHarwit: Of course, lichen planus is a manifestation of some 
sort of toxic process. So many cases have now been reported as having been due 
to “atabrine” that it emphasizes the importance of poisoning from drugs. 


Dr. Max Scueer: Clinically the lesions are indistinguishable from those of 
lichen planus and yet it is known that some drugs can produce lesions that are 
clinically and histologically lichen planus—for instance, the arsphenamine com- 
pounds. I recall a patient described by McCafferty, with an eruption on the hand. 
Then there was the famous epidemic occurring in Manchester, England, from beer 
contaminated with arsenic. Those patients showed typical lichen planus, and the 
incidence was out of all proportion to that in the general population. My colleagues 
and I had a patient on our service at the Skin and Cancer Unit who also came from 
Guadalcanal, with an eruption much severer than that presented by this man, but 
with alopecia and lichenoid lesions not as typical as those of this patient. He also 
had taken “atabrine.” There is no doubt that lichen planus-like lesions may be 
caused by drugs. 

Dr. Samuet M. Peck: I had an opportunity to study between 20 and 40 cases 
that were definitely proved due to “atabrine,” and I also had an opportunity to see 
the results in histologic studies in at least 20 of the cases. The patients of the 
group that I studied were-from the Naval Medical Center, and the histologic 
specimens were from patients from the Middle West and Denver, patients who 
had spent some years in the Pacific regions. The histologic picture was typical 
of lichen planus, but, in contradistinction to manifestations in patients with the 
usual type of lichen planus, most patients presented atrophy, or atrophic lichen 
planus, which is supposed to be an unusual picture. A feature which I would most 
like to emphasize was the positive reaction which many of the patients showed 
in patch tests with “atabrine.” Theoretically, they should not, since the drug 
forms a haptene with the serum or some other protein in the body, and that is the 
antigen. When a patch test with “atabrine” is performed, there is first an inflam- 
matory reaction and then lesions which look clinically like the lesions of lichen 
planus. 

Dr. HERMAN SHARLIT: Were patch tests made on persons who had taken 
“atabrine” without getting lichen planus? 

Dr. SamueL M. Peck: Persons taking “atabrine” can have sensitivity and 
not have lichen planus. 

Dr. NATHAN Soset: If a positive reaction occurs in a patch test, with its 
resulting local irritation, would that not have brought out lichen planus-like papules 
as in the Koebner phenomenon? 

Dr. SamueL M. Pecx: In order to get a positive reaction, the eruption has to 
be in the spreading stage: 

Dr. Mruran B. ParounaGiaAN: I have had no experience with cases of 
“atabrine” dermatitis, but like Dr. Wise and Dr. Scheer, I think that the lesions 
are typical of lichen planus. ; 

Dr. Wixzert Sacus: The word atrophy in these discussions interests me. In 
the slides I have examined there was no atrophy. Clinically, the atrophy I have 
seen in lichen planus has always been in annular lesions. I believe that this is 
pseudoatrophy, because it disappears later. 
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Dr. Samuet M. Peck: The lesions which one sees as typical atrophic scars 
are always annular lesions. One does not see the single lesions of which I made 
a biopsy. but what has been called atrophic lichen planus in all textbooks, with 
scarring. 

Dr. WitBert Sacus: I have not seen atrophic lichen planus in which there 
remains permanent atrophy after the lesions disappear. 

Dr. Max ScueeEr: Clinically there is such a thing as atrophy in lichen planus. 
I had a patient with lichen planus around the ankle regions, and for years after 
the lichen planus disappeared he had atrophic white areas. 

Dr. SAMUEL M. Peck: I said that Dr. Satenstein could differentiate between 
lichen planus which is an eruption due to drugs and lichen planus sui generis by 
showing that in the former there is a deeper infiltration. I looked for this and 
could not see it in this particular eruption. 

Dr. ANTHONY C. CrpoLLaro: I cannot help feeling that a new disease must be 
put into the textbooks as being caused by “atabrine.” The patients I have seen 
show the same characteristics, including alopecia, yellow skin and lichen planus- 
like lesions. This combination of symptoms should suggest the diagnosis of 
poisoning from “atabrine.” This is entirely different from lichen planus. 

Dr. Georce M. Lewis: In the majority of cases of “atabrine” dermatitis there 
are features that are at variance with the known characteristics of lichen planus. 
It is my impression that lichen planus is a disease sui generis, and because of that 
it is important to differentiate between that disease and lichen planus-like eruptions. 
Because lichen planus is simulated by eruptions due to drugs, it is important to 
make a sharp distinction when possible. There are many reasons why lichen planus 
can be considered a bacterial disease, and I believe that it is due to an organism. 
In the case under discussion, the interesting feature is the close resemblance to 
lichen planus making it difficult if not impossible to say whether it is lichen planus 
or dermatitis medicamentosa due to “atabrine.” 


Dr. E. W. Asramowitz: “Atabrine” and “plasmochin” (pamaquine naphthoate) 
have been used for many years by the United Fruit Company on their banana 
plantations as a preventive against malaria. Plasmochin was considered more toxic. 
Various types of eruptions were noted, but there was no mention of lichen planus. 
I do not believe that there is any doubt that “atabrine” produces eruptions. If one 
did not know that this patient had received “atabrine” one would have accepted 
the eruption as lichen planus. The only way to prove the causal relation is to 
stop treatment with the drug and then give it again. I think that it can be said 
that this patient has lichen planus probably due to “atabrine.” Lichen planus, 
whether due to a drug or not, looks the same clinically and microscopically. 
Malaria can be ruled out as a causative factor. Drugs can produce eruptions 
resembling many dermatoses, including lichen planus. 

Dr. Samuet M. Peck: It should not be forgotten that the yellowness of the 
skin has nothing to do with lichen planus. Enough of the drug will produce the 
yellowness, and it has nothing to do with sensitivity. Dr. Wolf said that many 
patients become photosensitized and lesions almost like those of lupus erythematosus 
develop, especially in those who sun themselves on shipboard. Many have lesions 
that look like lichen planus, with eruptions on the soles appearing as peculiar 
hyperkeratotic lesions. 

Dr. Witpert Sacus: Many have hyperkeratotic lesions on the body as well 
as on the soles. 

Dr. HerMAN SHARLIT: It is not known what the expected incidence of lichen 
planus would be. It is possible that the incidence of lichen planus is what would 
be expected in civilian life, plus those cases of disease aggravated by this drug. 
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Dr. E. W. Asramowitz: Alopecia areata occurs in highly emotional persons. 

Dr. Jack Wotr: The picture in this patient is that of typical annular lichen 
planus. I cannot conceive of any relationship between this picture and that of the 
widespread atrophic lesions, some suggestive of lupus erythematosus, which | 
showed before this Society and which was also shown at the New York Academy 
of Medicine. They are both produced by “atabrine”; however, they are probably 
different manifestations. In the case of the more widespread eruption the element 
of photosensitization, which occurs with similar chemicals, such as acriflavine, may 
possibly play an important role. 


Dr. Maurice J. Costetto: I cannot agree with those who stated that this 
eruption closely resembles ordinary lichen planus. How frequently is lichen planus 
of the circinate type accompanied with lesions on the scalp? If one sees them at 
all, they are extremely rare. One sees relatively few cases of the circinate type, 
My impression is that in all patients with lichen planus due to “atabrine” the lesions 
are larger and almost always circinate. I think that the disease in the patient 
referred to by Dr. Wolf was in the end stage of involution. He had had the 
eruption for almost a year. The eruptions I have seen due to “atabrine” strikingly 
resembled that presented by this army officer. He also had accompanying bronzing 
of the skin. The extent and severity of the eruption depend on how long the 
patient has been taking “atabrine.” This man took 1 pill a day, and all the soldiers 
were watched to see that they swallowed their pills. Apparently it is routine, 
and not a question of giving the drug only to patients suffering from malaria. I think 
that the lesions on the scalp and bearded region are not ordinary alopecia patches, 
but an end result of inflammatory lesions. It is well known that lichen planus-like 
eruptions occasionally follow the administration of gold salts and the arsenicals. 


A Case for Diagnosis (Monilethrix?). Presented by Dr. Max Sctiter. 


J. N. D., a sailor in the United States Navy, aged 19, is presented from the 
Skin and Cancer Unit with extensive loss of hair of eighteen months’ duration. At 
the time he first noticed this he was stationed in the Pacific theater of war. He 
expresses the belief that the diet he had at the time was responsible for the trouble. 
No other member of his family is similarly affected. 

On examination the patient presents diffuse loss of hair over the entire scalp 
There are no bald areas, but the hair is sparse throughout. The follicles are 
prominent, but there is no scaling, crusting or signs of atrophy. The hairs are 
short, but microscopic examination reveals no abnormality of these hairs. On the 
rest of the. body the growth and distribution of hair are normal. There is con- 
siderable keratosis pilaris of the thighs and arms. 

The Wassermann reaction of the blood was negative. No other laboratory. 
procedures have as yet been carried out. 


DISCUSSION 
Dr. Isavore Rosen: I am not inclined to accept the diagnosis of monilethrix 
in this case. This diagnosis is easily established by removal of a few hairs, holding 
them up to the light or examining with a small magnifying glass, when the “nodes” 
can be readily seen. The only feature that this patient has which is often seen 
in monilethrix is keratosis pilaris on the neck and face. 
Dr. HerMAN Suarwit: Does he keep his hair clipped short? If not, he has 
alopecia and dystrophy of the hair in addition. 


Dr. Davin Btoom: Isolated cases of monilethrix may appear later in life, 
some as late as at the age of 17, but the absence of beading would speak against 
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this diagnosis. I believe that this is a case of hypotrichosis and keratosis pilaris, 
nevoid in nature, although appearing relatively late. 

Dr. Jack WotF: I agree with Dr. Rosen. I think that a biopsy of the scalp 
may be of help. 

Dr. Davin B. BAtuin (by invitation): I do not believe that one could call it 
monilethrix. I think that the case falls into the group rather vaguely designated 
as fragilitas crinium, which covers all sorts of morphologic alterations in the hair, 
such as splitting and node formation which. results in breaking off of the hair. 
The disease is usually limited to the scalp. 

Dr. Grorce M. Lewis: On the basis of a clinical examination it seemed like 
a typical case of monilethrix, with loss of hair as well as breaking off of hair. 
A biopsy would hardly contribute anything, but many samples of hair should be 
taken until one is seen with definite changes in structure. ; 

Dr. E. W. ApraMowitz: The disease is of only eighteen months’ duration. 
I do not believe that it is a case of monilethrix. It may be an acquired type of 
trichorrhexis nodosa. Sabouraud expressed the opinion that the acquired type 
was local neurodermatitis of the scalp due to considerable rubbing. This patient 
has no other involvement. He said that he lost hairs in the axillas and pubic 
area, but that does not fit in with the present appearance. 


Dr. Max ScHEER: I saw the patient for a brief time, so that there was no 
chance to study the case. 


Balanitis Xerotica Obliterans. Presented by Dr. Max ScHEER. 


A Case for Diagnosis (Xeroderma Pigmentosum?). Presented by Dr. 
Jack Wotr. 


W. B., a man aged 43, is presented from the Skin and Cancer Unit, with an 
eruption on the chest and arms of one year’s duration. The eruption appeared 
suddenly and has persisted. While new lesiohs continue to appear, the old ones 
do not go on to healing. The patient complains of a burning sensation at the 
affected sites. His general health is good. He is a food faddist and avoids meat 
and fish; otherwise his history is essentially noncontributory. 

On examination the patient presents pinhead-sized to pea-sized dry rough 
slightly elevated hyperkeratotic spots profusely distributed over the back and, to 
a lesser degree, the chest and the arms. The individual lesion is deep brown. The 
patient is heavily freckled, but he is certain that the spots have not appeared at 
the sites of the freckles. 

DISCUSSION 


Dr. Davin B. Bain (by invitation): I cannot make a definite diagnosis, but 
the more I look at it the more I think that it is Darier’s disease. 

Dr. Maurice J. Costetto: The lesions seem to be confined to the locations 
exposed to sunlight. I think that it is the presenile or xerodermatous type of 
pigmentation, which I believe is precancerous. 

Dr. NATHAN SoseL: I agree with those who think that it is Darier’s disease. 


Dr. SamueEt M. Pecx: If one studies a representative group of cases of Darier’s 
disease, and especially if one follows any case over a period of five or more years 
and through various seasons, one is struck by the multiplicity of lesions which 
are not generally described as Darier’s disease. One of the patients I presented 
in a paper on Darier’s disease (Arch. Dermat. & Syph. 48:17-31 [July] 1943) 
showed lesions on the back and spinal column which resembled the lesions in this 
case. At other times the patient had lesions on the exposed areas and lesions on 
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the palms which would unquestionably be diagnosed as Darier’s disease. Darier’s 
disease in areas exposed to light will flare up violently and look like bullous 
dermatitis at some time or another, sometimes resembling seborrheic dermatitis, 
especially around the eyelids and mouth. If one did not know that it was Darier’s 
disease, one would not recognize it as such. This case struck me as Darier’s 
disease. The patient has a peculiar dry leathery appearance of the palms, which is 
not normal. In addition, it is unusual to have Darier’s lesions on the scalp without 
lesions on the temporal margin. The lesions in this patient are much flatter than 
the usual papules of Darier’s disease. If a hand is passed over his forearms typical 
follicular keratosis can be felt. On final analysis, biopsy will confirm or rule out 
the diagnosis In the histologic study it should always be emphasized that the 
succulence or edema between the cells may go on to such an extent as to form 
bullous lesions. I think that my diagnosis in this case would be Darier’s disease. 

Dr. Davin Bioom: If this eruption of pigmentation and hyperkeratoses must be 
classified, I would call it an atypical form of xeroderma pigmentosum, in spite of 
the absence of typical lesions on the face and its late onset. 

Dr. Herman SuHar uit: I favor a diagnosis of Darier’s disease. 

Dr. Frep Wise: I am a dissenter. If the lesions began as freckles, in my 
opinion Darier’s disease can be entirely ruled out. Darier’s disease does not begin 
with pigment formation. With reference to xeroderma pigmentosum, I cannot 
conceive of its affecting the shoulders, back and chest without involving the face, 
which is exposed more to light than the other parts of the body. I believe it 
possible that the eruption is a hitherto undescribed dermatosis, which I would 
ascribe to dietary disturbances. The man is a food faddist. Whether he would 
improve if given vitamin A, I do not know. Even if corps ronds and other evidences 
of dysplasia were observed histologically, I would not call it Darier’s disease, if 
the eruption began with freckles. If there is any hyperpigmentation in Darier’s 
disease it is secondary to preexisting lesions of long duration. 

Dr. Samuet M. Peck: This man is a food faddist. One cannot reproduce 
Darier’s disease by taking away vitamin A. It is not avitaminosis. One cannot 
cure Darier’s disease by giving vitamin A. The point I made in regard to Darier’s 
disease was that there is a disease described as a dysvitaminosis, and nutritionists 
have begun to accept such a conception. Here there is an inability to utilize some 
of those vitamins. The nutritionists’ explanation is interesting. Suppose that 
a man had latent dysvitaminosis and then took an excess of one vitamin. That 
initiates an imbalance of other vitamins, even if they were being ingested in adequate 
amounts. Prisoners of the Japanese experienced all sorts of symptoms due to 
such an imbalance when they were taking vitamins in Red Cross packages. If a 
cutaneous disease becomes worse it is important that it not be aggravated by the 
administration of an excess of one vitamin, causing an imbalance of the others. 

Dr. E. W. Asramowitz: It certainly is an unusual case. The patient gives 
a history of exposure to oil in his occupation, but the eruption does not conform to 
melanoderma due to oil. He has freckles, with some scaling located on the face. 
Darier’s disease can be determined by biopsy. The question is whether the freckles 
appeared before the eruption or came later. 

Dr. Georce M. Lewis: Gougerot described a number of varieties of papilloma- 
tosis, and, from the published description, this case seems to fall into that group. 

Dr. Jack Wor: If this eruption were located on the face, I think that the 
diagnosis of xeroderma pigmentosum would be more readily entertained. This 
disease may be presenile degeneration, such as is seen in xeroderma pigmentosum. 

Nore.—Histologic examination by Dr. Charles Sims showed the typical picture 
of familial benign chronic pemphigus. 
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Secondary Syphilis(?). Presented by Dr. NATHAN SoseL. 

M. J. T., a Chinese man aged 24, is presented from the Social Hygiene Clinic 
of the Department of Health with lesions on the face and sacrum of one month’s 
duration. The patient has had no previous illnesses and no history of or treatment 
for syphilis. The Wassermann reaction of the blood was negative six months ago. 

On the left cheek over the mandible and in the right inner canthus there are 
two nodular elevated lesions, which are quarter sized, reddish brown and scaly. 
On the sacrum there is a pea-sized similar lesion. These have been present for 
one month. There is generalized lymphadenopathy, the cervical and submaxillary 
glands being the ones most enlarged. The submental lymph gland is also involved. 
There is definite loss of hair on the outer halves of both eyebrows. The throat 
shows moderate erythema and edema. . 

The blood cell count showed red blood cells 4,300,000, and white biood cells 
9,100, with polymorphonuclear leukocytes 60 per cent, lymphocytes 35 per cent, 
monocytes 4 per cent and eosinophils 1 per cent. Dark field examination of 
material from a cutaneous lesion and a gland puncture did not reveal Treponema 
pallidum. Fluoroscopy of the chest revealed no abnormality. 

The Wassermann reaction of the blood was 4 plus on Jan. 28, 1946. 


DISCUSSION 

Dr. Maurice J. CosteLto: This young man certainly has enlargement of the 
lymphatic glands of the neck. They look and feel like those produced by secondary 
syphilis. I think that the patient has that disease in the primary stage. 

Dr. Georce C. ANprews: I agree with that diagnosis. 

Dr. SAMUEL M. Peck: I hesitate to make a clinical diagnosis of syphilis in this 
case. If the lesion on the cheek were a primary lesion, which it conceivably could 
be in view of the large draining node, it certainly should show spirochetes. I would 
suggest investigation for the possibility of one of the deep fungous infections. 

Dr. Georce M. Lewis: Although a better diagnosis is not available, I am not 
convinced that this is syphilis. For one thing, so many large firm bilateral lymph 
nodes are unusual in syphilis. 

Dr. IsaporE Rosen: The clinical features in this patient are unusual; the lesions 
do not resemble the type of lesions seen in secondary syphilis. The large pinkish 
red infiltrated nonscaly lesions on the cheeks, with generalized lymphadenopathy, 
clinically suggest some form of lymphoblastoma. However, a syphilitic infection 
with insufficient treatment may be responsible for these unusual manifestations. 

Dr. Frep Wise: Has infectious mononucleosis, in which the Wassermann 
reaction is positive, been excluded, and is infectious mononucleosis associated with 
cutaneous lesions? 

Dr. E. W..AsramMowitTz: The only evidence presented that these lesions may 
be due to syphilis is the Wassermann reaction of 1 plus. I would suggest a biopsy 
to exclude’ sarcoid. 

Dr. Frep Wise: I think that biopsy should be performed before treatment is 
undertaken. 
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Dr. Georce C. ANprews: The pathologic picture may be altered by therapeutic 
test. 

Dr. Wrzert Sacus: I would search for Hansen's bacilli. 

Dr. Georce C. ANprews: A month’s duration is short for sarcoid. 

Dr. NATHAN SoseL: When the patient was seen for the first time a week ago, 
almost all the possible diagnoses mentioned by the discussers were considered. As 
for infectious mononucleosis, the blood cell count was normal, although a positive 
Wassermann reaction and an eruption simulating that of secondary syphilis are 
not infrequent. The heterophilic reaction was not determined. The possibility of 
a form of lymphoblastoma, such as Hodgkins’ disease, was also considered. A 
fluoroscopy of the chest revealed no abnormality. A biopsy should be performed, 
but since secondary syphilis is considered to be the most likely diagnosis, I should 
also like to see the effect of antisyphilitic treatment on the lesions. 


Lupus Pernio. Presented by Dr. Georce C. ANDREWS. 


E. A., a woman aged 55, was first seen Nov. 20, 1945, with a red leathery 
swelling on the bridge and tip of the nose of ten years’ duration. In 1939 an 
infection of the throat developed, associated with persistent hoarseness, which was 
diagnosed as tuberculosis of the larynx. In the interval the patient has had three 
biopsies of the epiglottis, none of which revealed anything definite. The report 
of one confirmed examination was probable tuberculosis; no organisms were 
demonstrated. In 1941 she was:studied at a tuberculosis sanatorium. Histologic 
examination of a specimen from the epiglottis showed chronic inflammation with 
fibrosis and scarring, but no evidence of tuberculosis or malignancy. Cultures 
from the epiglottis on Sabouraud’s medium revealed Aspergillus fumigatus. Inocu- 
lation of a guinea pig with tissue from the epiglottis resulted in death of the animal 
in seven days. Autopsy showed diffuse peritonitis, with a predominant growth 
of Bacillus proteus. There was no evidence of tuberculosis in the viscera. Further- 
more, the patient stated that reactions in repeated tuberculin tests were negative 
and roentgenograms of the chest revealed no abnormality. 

One year ago acute cellulitis developed on the nose, which responded to peni- 
cillin. She had received both penicillin and sulfonamide drugs on several occasions, 
with no effect other than improvement of the acute infection. 

Examination reveals purplish red brawny edema of the tip and bridge of the 
nose, with several papules about the nares. There is evidence of considerable 
destruction in the posterior aspect of the pharynx. 

The urine was normal except for a trace of sugar. The reaction in the glucose 
tolerance test was normal. The result of an intradermal tuberculin test, with a 
dilution of 1 to 100,000, was strongly positive, with a necrotic reaction. The 
Wassermann and Kahn reactions of the blood were negative. Roentgenograms of 
the chest showed no abnormalities. 

On consultation with a laryngologist, it was felt that further surgical procedure 
in the throat was contraindicated, because of the possibility that the patient would 
become aphonic. 

DISCUSSION 


Dr. Maurice J. Costetto: I have seen patients presenting a telangiectatic 
eruption on the bulbous portion of the nose similar to this one, which followed 
operations on the nose, such as removal of the septum, and also following trauma 
and infections, such as furuncles and carbuncles. 

Dr. Davip Btoom: The eruption in the few cases of lupus pernio which I have 
seen have been much more dusky red. A biopsy is indicated. 
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Dr. SAMUEL M. Peck: I think that one can see the same change after chronic 


infection or trauma. 

Dr. Georce M. Lewis: I agree with the diagnosis. 

Dr. Witpert Sacus: To me, lupus pernio is lupus vulgaris. This patient 
showed a strongly positive tuberculin reaction, which is in favor of lupus vulgaris. 
She may have tuberculosis somewhere else. 

Dr. Frep Wise: I agree with Dr. Sachs’s remarks, because of the reaction to 
tuberculin more than because of other features. 

Dr. Davi BLoom: Lupus pernio is put by most authorities into the group of 
miliary lupoid of Boeck, in which one usually expects to see a negative tuberculin 
reaction. From personal experience and from the cases reported in the literature, 
one sees that a great percentage of the patients show a positive tuberculin reaction. 

Dr. Greorce C. ANDREws: The patient has had this redness and swelling of 
the nose for ten years, and all operations have been within the last two years. 
About two years ago she had severe erysipelas and cellulitis of the nose, for which 
she was given a great deal of penicillin. After that she had an operation for 
pansinusitis and later a second operation on the septum. At that time she was 
given 1,000,000 units of penicillin, but it had no beneficial effect on the eruption of 
the nose either time. The nose and throat specialist said that it is not permissible 
to perform any more biopsies on the larynx, because she would lose her voice 


entirely. 


Dermatitis Medicamentosa Following Injections of a Gold Salt Prepara- 
tion for Arthritis. Presented by Dr. Maurice J. CosTe.io. 


Lichen Planus Limited to the Groins. Presented by Dr. Georce C. ANDREWS. 


Generalized Progressive Scleroderma Following Thyroidectomy. Presented 
by Dr. Davin Bioom. 


A Case for Diagnosis (Recurrent Toxic Erythema? Rangoon Herpes?). 
Presented by Dr. E. W. AsRAMOwITz. 


M. M., a woman aged 70, registered at the Skin and Cancer Clinic on June 13, 
1945, complaining of a cutaneous lesion on the left arm which had been recurring 
for five months. She has been under observation at the clinic since then, and 
several recurrences have been verified. On December 3 the lesion on the external 
aspect of the left arm was described as a roundish erythematous plaque about 1% 
inch (about 3.8 cm.) in diameter, with three nodules in the center arranged in a 
semicircle. The lesion appeared edematous. A few days ago the patient returned 
with a similar lesion, which appeared one week previously somewhat above the 
location of the previous lesion. The patient stated that during the past year she 
has had about ten such recurring lesions in the same area. 

The family history was essentially irrelevant. The patient has undergone 
numerous major operations.in the past thirty-five years: removal of the breasts 
for tumors, cholecystectomy and other abdominal operations, the nature of which 
was not clear to the patient. She has also been treated with radium for a tumor in 
the vagina. 

On the external aaat of the left arm there is an irregularly shaped erythema- 
tous plaque, with a raised area in the center which appears to contain fluid. 

Routine laboratory examinations of the urine and blood revealed no abnormali- 
ties. The diagnosis on biopsy was “toxic dermatitis, possibly erythema multiforme, 
but no evidence of herpes.” 
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DISCUSSION 

Dr. Frep Wise: I would diagnose this as recurrent zosteriform herpes. 
I suggest inoculation of a rabbit’s cornea to investigate the presence of herpes virus. 

Dr. Wizeert Sacus: I would diagnose this as recurrent toxic erythema. If 
it were herpes one should see an intraepidermic vesicle, and there was none. 

Dr. SaAMuEL M. Peck: It seemed to me that the lesion almost formed a circle 
or segment of a circle. I think that the diagnosis of a recurrent toxic type of 
erythema is a likely one. ; 

Dr. Georce C. ANprEws: I think that this is an eruption due to drugs. This 
woman gives a history of taking tablets of three bromides until a year ago, although 
not since then. I think that the question of a drug should be gone into more 
thoroughly with her. I had a recent experience with a man who came with 
itchy pustules on the scalp. I questioned him about iodides, He was not taking 
any as far as he knew, but he telephoned me a few days ago and said the eruption 
had entirely cleared up. Since I mentioned iodides he had discovered that “Stam’s 
one-a-day brand” vitamin capsules, which he had been taking, contained iodine, 
’ and he had discontinued them with complete disappearance of the eruption. I think 
that this patient might have become sensitized to bromides when she took them 
previously and that now she may be getting iodides or bromides in some form. 

Dr. Maurice J. Costetto: I agree with Dr. Andrews and Dr. Peck that it is 
either toxic erythema or an eruption due to drugs, 

Dr. E. W. Asramowitz: I think that the patient should receive a small dose 
of the suspected drug to see whether the eruption becomes more pronounced. 


A Case for Diagnosis (Neoplasm?). Presented by Dr. Maurice J. CosTe.to. 
J. M., a man aged 27, presented from the outpatient department of Lenox Hill 


Hospital, stated that in May 1945, while he was in the United States Army, a 
tangerine-sized mass developed in the right side of the neck below the jaw, on 
which an operation was performed. The nature of the mass was not determined. 
On several occasions since then an abscess has formed in the region of the incision, 
which discharged purulent material. In October, 2,000,000 units of penicillin were 
administered, with little beneficial effect. The patient was seen by the presenter 
yesterday for the first time. Smears were taken for laboratory study for tubercle 
bacilli and for actinomyces; the latter report has not yet been received, but no 
tubercle bacilli were seen. The patient states that a roentgenogram of his lungs 
does not reveal pulmonary tuberculosis and there is no history of this disease in 
his family. 
DISCUSSION 

Dr. Grorce C. ANprews: I think that this is a branchial cyst or a thyroglossal 
cyst. It seems to be definitely connected with the root of the tongue. I did not 
examine the patient carefully enough to see whether the growth moves when he 
swallows, but it is deeply attached and it is in the proper location. 

Dr. Davip Bioom: I believe that it is possible that the patient had a small 
lesion which escaped his notice and which later became a large neoplasm. 

Dr. Frep Wise: I agree with the diagnosis of thyroglossal cyst. 

Dr. Maurice J. Costetto: The patient is definite about the fact that he had 
no lesion there prior to the development of this growth, but when Dr. Andrews 
questioned him in regard to pain on swallowing the patient said that he has had 
difficulty in that regard. In view of this, I accept a diagnosis of some congenital 
branchial cyst or hygroma. 


Xanthoma Tuberosum Multiplex. Presented by Dr. IsaporE Rosen. 
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Acrodermatitis Chronica Atrophicans. Presented by Dr. Saut S. Rosrnson 
and Dr. SAMUEL TASKER (by invitation). 


Parapsoriasis, Guttate and Plaque Type. Presented by Dr. Saut S. Rosin- 
son and Dr. SAMUEL TASKER (by invitation). 


A Case for Diagnosis (Angioma?). Presented by Dr. J. WaLter Witson 
(by invitation). 


Coccidioidomycosis. Presented by Dr. Harry P. Jacosson. 


F. L. C., a white man aged 45, was seen for the first time on Jan. 4, 1945, 
because of a postsurgical ulceration behind the right ear, with extension to the 
adjacent part of the scalp. A microscopic tissue diagnosis of coccidioidal granuloma 
was made. 

The patient stated that about a year prior to surgical treatment a soft nodular 
lesion developed behind the ear. A diagnosis of cyst was made, and treatment 
with roentgen rays was without benefit. The lesion was then excised. 

Observations of the chest were not characteristic, but in the light of the diag- 
nosis of coccidioidomycosis, there was the possibility of involvement of the chest. 

The patient has been receiving specific immunotherapy (coccidioidal vaccine) 
since the latter part of January. 

The right external ear presents moderate inflammatory edema in the process 
of involution. Behind the right ear is an irregular scar with thickened borders. 
No evidence of active granulomatous lesions is present. 


DISCUSSION 


Dr. Sau S. Rosinson: I would like to hear from Dr. Jacobson of the exact 
method of his treatment, because a cure in cutaneous coccidioidomycosis is some- 
thing to be proud of. He has done some fine work in that field. 


Dr. Stantey C. ANperson: I had occasion to see this patient before 
Dr. Jacobson instituted vaccine therapy. At that time he presented an extensive 
area of scarring and a granulomatous ulceration involving the right occipital area 
of his scalp, the right postauricular area and a portion of the right ear. An intra- 
dermal test with a coccidioidin solution, supplied by the Stanford University 
Medical School, elicited a positive reaction in two days, with a large erythematous 
and edematous papule 2 cm. in diameter. I see a decided improvement in the 
disease. 

Dr. J. Watter Witson (by invitation): The solitary double-contoured 
organism seen in the histologic section is almost certainly a spherule of Coccidioides 
immitis, although further confirmation by cultural methods is desirable. A quick 
method of identifying C. immitis is based on the fact that spherules of this organism 
in exudate diluted with iostonic solution of sodium chloride begin to germinate in a 
few hours, and septate mycelia growing in all directions are soon visible. A drop 
of the exudate is mixed with a drop of isotonic solution of sodium chloride, a 
cover glass applied and the edges sealed against drying with petrolatum. Identifica- 
tion by this means requires only a day or two; by routine culture a much longer 
time is necessary. 
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Dr. H. C. L. Linpsay: A large number of persons born in California react 
positively in the coccidioidin test (Smith, C. E.: Am. J. Pub. Health 30:600 
[June] 1940), especially those born in Tulare or King County. Most of the 4,000 
or so persons who reacted positively to coccidioidin did not remember having 
had coccidioidal infection. San Joaquin Valley fever is a coccidioidal infection, 
usually nonmalignant. The malignant granulomatous type of the disease develops 
in possibly 1 patient in 1,200. 

Dr. H. P. Jacosson: Persons with blastomycosis, for instance, may give a 
nonspecific cutaneous reaction to coccidioidin. A clinical diagnosis of coccidioido- 
mycosis on the basis of a positive cutaneous reaction to coccidioidin is no more 
justified than a diagnosis of tuberculosis in an adult on the basis of a positive 
cutaneous reaction to tuberculin. The only criterion for a positive diagnosis of 
coccidioidomycosis, as in tuberculosis, is the recovery of the organism from infected 
tissue or excreta (sputum, pus). I have seen many patients presenting positive 
cutaneous reactions to coccidioidin without harboring C. immitis. I have also 
seen a few patients who were dying of coccidioidal infection who had negative 
cutaneous reactions to coccidioidin (anergic state). These observations are, 
of course, no longer new and are accepted by all students of the subject. 


The management of coccidioidomycosis is, as is well known, somewhat of a 
controversial subject. The literature dealing with the granulomatous phase of 
coccidioidomycosis conveys a somewhat pessimistic outlook. I heartily disagree. 
The mortality rate among my patients does not exceed 10 per cent, although the 
literature claims approximately 50 per cent. My article, “Immunotherapy in 
Coccidioides” (Arch. Dermat. & Syph. 40:521 [Oct.] 1939) deals with the treat- 
ment of coccidioidomycosis in terms of the specific and the nonspecific. The term 
“specific therapy” refers to an immunogenic vaccine which I have been employing 
in my patients with encouraging results. 

A point I desire to stress in connection with vaccine therapy is the importance 
of timing properly the intervals between injections, as well as the proper dosage. 
It should be remembered that the purpose of immunogenic therapy is, as the term 
implies, stimulation of the immunity mechanism. Now, it is apparent that any 
given therapeutic agent that is capable of stimulating the immunity mechanism 
in a patient is, in all likelihood, also capable of depressing the immunity mechanism. 
With that in mind, succeeding vaccine injections should be administered only after 
subsidence of all local, focal and systemic reactions, plus a period of a few days. 
In this connection, it should also be pointed out that different patients react differ- 
ently to vaccine therapy. Some persons present reactions within twenty-four to 
forty-eight hours. The patient presented here has shown focal reactions as late 
as eighteen to twenty-one days after a vaccine injection. Focal reactions in this 
patient were moderately severe and were characterized by granulomatous nodular 
formation as well as inflammatory edema of the entire ear. In brief, the rule of 
proper timing, as regards intervals of injections, is an all-important desideratum 
in the management of coccidioidomycosis, as well as, in my opinion, in all other 
immunogenic therapy. 


Coccidioidomycosis. Presented by Dr. Netson PAuL ANDERSON. 


C. E. L., a white man aged 30 and a mechanical engineer, noticed about five 
years ago a firm red nodular pea-sized subcutaneous lesion on the outer aspect of 
the right arm. This lesion was incised with a crucial incision. Following this 
procedure it disappeared for one year, only to recur. Six months after its recur- 
rence new erythematous nodules appeared in the immediate vicinity of the original 


lesion. 
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On the outer aspect of the upper part of the right arm, over the deltoid region, 
there is a group of twelve to fourteen erythematous discrete small nodules, which 
covers an area about the size of a silver dollar. In the center of the nodular 
lesions is a white atrophic scar, arranged somewhat in the form of a cross. 

Reactions in complement fixation tests with coccidioidin, in serial dilutions of 
serum of 0.25 cc., were reported by Dr. John F. Kessel, University of Southern 
California (reaction J. F. K.), and by Dr. Charles E. Smith, Stanford University 
of Medicine (reaction C. E. S.), as listed in the following tabulation. 


Dilution lto2 lto4 lto8 1tolé l1to32 1to0128 1 to 256 
Reaction (J. F. K.).... ++++ +++ 
Reaction (C. E.8.).... ++++ +++ + ye 


Precipitation reactions in serial dilutions of antigen of 1 to 10 and 1 to 40 and 
with undiluted serum were negative. 

The observations indicated a coccidioidal infection which occurred sufficiently 
in the past for the precipitation phenomena to have been lost. 

Histologic examination showed a granulomatous lesion with one double-con- 


toured organism present. 
DISCUSSION 


Dr. H. P. Jacosson: Dr. Anderson’s patient with coccidioidomycosis presents 
unusual lesions. The nodules are hemorrhagic in character, and I[ recall only 
1 patient with similar lesions in my entire series. The patient had an extensive 
involvement of practically the entire trunk, while Dr. Anderson’s patient has a 
rather limited involvement, obviously a mild type of coccidioidomycosis. Whether 
this limited involvement is due to an organism of low virulence or to the patient’s 
having a rather high degree of immunity is difficult to judge. However, in view 


of the fact that the patient does present active lesions, I am of the view that he is 
entitled to receive active treatment. In regard to Dr. Stanley Anderson’s remarks 
concerning primary cutaneous coccidioidomycosis, I wish to state that I have had 
several such cases. There undoubtedly is a primary coccidioidal complex of the 
cutaneous and subcutaneous tissues. These cases lend themselves definitely to 
surgical excision. I commend highly Dr. Wilson’s reference to the recovery 
of C. immitis from sputum or pus in a hanging drop slide within seventy-two 
hours. In my text on fungous diseases I have included this observation and have 
shown photomicrographs representing stages over twenty-four to ninety-six hours, 
in which C. immitis changes from the spheric to the hyphal, or mycelial, stage. 
Dr. Kennetu Stout: In Fresno, Calif., in 1935 I saw coccidioidomycosis in a 
white man in his thirties. He had a dry-surfaced granulomatous plaque, about 
1 inch (2.5 cm.) in diameter, in the middle of the back. There were a few little 
nodular lesions about the main plaque. Histologic examination showed spherules 
just as plainly as in the section Dr. Anderson presented. This lesion was treated 
fairly radically with electrocoagulation: The wound healed by granulation, and no 
recurrence had taken place five years later, when I last heard from him. 


Dr. Netson Paut AnpeERSON: I think that dermatologists, as a rule, receive 
a wrong impression of coccidioidomycosis, because they see only the patients with 
cutaneous lesions. Most white persons appear to be relatively immune to the 
disease. This supposition is evidenced by the large number of men in the armed 
services who contacted the disease in the San Joaquin Valley, Calif., and yet it 
seemed to progress no further than pulmonary involvement with the influenza-like 
syndrome. Hundreds and probably thousands of such persons remain well for 
the rest of their lives. In the patient I presented, I did not suspect coccidioido- 
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mycosis when I first saw him. I thought that he had lupus vulgaris. This was 
the tentative diagnosis and one which I undertook to confirm by biopsy. It is easy 
to interrogate the patient about a previous influenzal syndrome after the organism 
is observed in the section. 

I do not intend to give my patient any type of active immunotherapy. I think 
that his resistance to this infection is considerable. I feel that Dr. Jacobson has 
made great contributions to the study of coccidioidomycosis with regard to immuno- 
therapy, but I do not believe that he should try to prove it in a white person. He 
has shown us cases in Negroes, Chinese and other groups in which there is little 
natural resistance against the disease, and his treatment seems to be of value in 
those cases. However, I think that it would be difficult for him to prove that his 
method of treatment is beneficial to white persons. In other words, I doubt that 
the proper view of this disease is being taken. The involvement is widespread, 
probably pulmonary at the start, and in many cases there soon follows erythema 
nodosum, Erythema multiforme occurs with less frequency, but many infected 
persons show exacerbations in the form of erythema multiforme when tested with 
coccidioidin. In the Southwest there should be a high index of suspicion with 
regard to this disease. I recall a patient of Dr. Ayres who had what appeared 
to be typical disseminated cutaneous tuberculosis. When the lesion was studied 
microscopically, the disease proved to be coccidioidomycosis. Some years ago 
I had a patient from the San Joaquin Valley who presented what appeared to be 
typical lupus erythematosus. It was an infection with Coccidioides organisms, and 
the diagnosis was proved by biopsy. She had been through the whole syndrome 
of “valley fever” with influenzal symptoms. I think that one should be suspicious 
of lesions which appear to be somewhat atypical, especially when they occur in 
patients who have spent some time in the San Joaquin Valley. 


Dr. H. C. L. Lrypsay: In the San Joaquin Valley it is believed that in about 
1. patient in 20 suffering from “desert fever” an eruption resembling erythema 
nodosum develops. The majority of patients with coccidioidomycosis think that 
they have “flu” and do not consult a physician, In Pasadena 1 patient who had 
coccidioidomycosis of the brain had no cutaneous lesions. Even cultures of his 
spinal fluid were negative. Postmortem examination of the ventricles revealed the 
growth to be a tenacious pellicle which blocked the spinal canal (Lindsay, H. C. L., 
Coccidioidomycosis Involving the Brain; History of a Case, Urol. & Cutan. Rev. 
48:275-278 [June] 1944). 


A Case for Diagnosis (Actinomycosis?). Presented by Dr. ANKER JENSEN. 


W. H., a white woman aged 23 and a bookkeeper at a cattle ranch, noticed 
in April 1944 the appearance of a lump on the left side of the chin. It increased in 
size, especially downward, and began to drain, but a central necrotic core never 
formed. A biopsy was performed on June 2, 1945. The mass was removed sur- 
gically on September 18, but recurred, and another lesion appeared on the left 
cheek. Both areas have been treated with roentgen rays. The one on the left 
cheek was also electrodesiccated. 

On the left lateral anterior surface of the chin is a plaque about 1 inch (2.5 cm.) 
in length and % inch (0.63 cm.) in width, extending from just below the lip to 
just about the margin of the jaw. The lower two thirds present a well healed 
operative scar. In the upper one third a pea-sized indurated slightly raised nodule 
is present. From the center of this lesion pus can be expressed. 

On the left cheek, about 1 inch (2.5 cm.) in front of the ear, there is a flat 
smooth atrophic sear where a simular nodule had been present. 
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Histologic examination, which was performed elsewhere twice (in July and 
September), showed only chronic inflammation. 

The Wassermann reaction of the blood was negative. Smears revealed only a 
few gram-positive diplococci, and culture disclosed no fungi but staphylococci and 
streptococci. 

The patient is now taking iodides. 


DISCUSSION 


Dr. J. WALTER WILSON (by invitation) : The features presented by this patient 
could be the result of an apical dental abscess. Such abscesses occasionally extend 
by the formation of a narrow tract to discharge at the cutaneous surface several 
centimeters away. At the point of discharge a pyogenic granuloma usually 
develops. A roentgenogram of all the teeth should be obtained. 


Dr. Netson Paut ANDERSON: I should be happy to accept actinomycosis as a 
working diagnosis. I should like to see it confirmed by the observation of 
Actinomyces organisms in either smears or culture. In the past year I have seen 
a typical case of actinomycosis of a somewhat similar type, involving the neck 
near the angle of the jaw. This occurred in a boy 12 years of age who had been 
treated with roentgen rays and iodides. Both of these agents, I think, are 
absolutely worthless for actinomycosis. This boy was hospitalized and given 
approximately 3,000,000 units of penicillin, which cleared the secondary infection 
but did not resolve the granulomatous masses. Then he was dismissed from the 
hospital and was given sulfadiazine. The actinomycotic granulations melted away. 
He has remained free from activity for several months. Either before or after 
Dr. Jensen observes the Actinomyces organism, I should suggest roentgenograms 
of the mandible and the teeth to exclude any involvement about the apexes of the 
teeth. Nevertheless, I think that the diagnosis of actinomycosis is the most 
probable one. I should like to stress one other point. From most texts one obtains 
the impression that the Actinomyces organisms are easily demonstrated by securing 
some pus and that the sulfur-yellow granules are prominent. Actually they are 
minute, at their largest not bigger than the head of a small pin and more usually 
the size of a pinpoint. One excellent way to find them is to open a slightly 
softened lesion, let the pus run down the inside of a test tube and then pick up the 
minute yellow particles along the side of the tube. It is uncommon among the 
reported cases of dental sinus to see two teeth affected, an assumption which would 
be necessary to explain the observations in this case. Also, from superficial exam- 
ination, her teeth appear to be in good condition. 


Dr. H. P. Jacosson: From the purely clinical standpoint, the lesion lacks the 
classic features, such as woody induration, multiple fistulas or sinuses, pain and 
tenderness, which characterize actinomycosis in the mandibular or submandibular 
area. I have elicited the information from the patient that between May and 
September the lesion was completely stationary in size and consistency and gave 
her no particular trouble. This clinical course, in my experience, is not charac- 
teristic of actinomycosis. Before accepting the diagnosis of actinomycosis in this 
case, and in the absence of purulent secretion or fistulous tracts from which 
granules of Actinomyces organisms could be expected to be recovered, I should 
want an adequate biopsy performed in order to demonstrate Actinomyces 
organisms in the tissue. Dr. Wilson’s suggestion of a possible apical bacterial 
abscess ‘and a resultant nonspecific granuloma merits consideration. Another 
possibility, of course, is an occluded salivary duct and nonspecific granuloma 
resulting therefrom. 
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Dr. ANKER JENSEN: I am of the opinion that this patient has actinomycosis. 
At the present time on the ranch where she is working, 3 calves are infected with 
actinomycosis. She has lived and worked where this disease has been prevalent 
among the cattle. A more thorough search will be made for Actinomyces 
organisms, and roentgenograms will be obtained of the teeth and of the jaw. 


Clement E. Counter, M.D., Chairman 
Maximilian E. Obermayer, M.D., Secretary 
Jan. 8, 1946 


Recurrent Lupus Vulgaris Following Plastic Excision of Skin Graft. 
Presented by Dr. Saut S. Ropinson. 


Hypertrophy of the Ears, Nose and Face, Associated with Alopecia 
Totalis. Presented by Dr. Samuet Ayres Jr. and Dr. ANKeR K. JENsEN. 


Lichen Sclerosus et Atrophicus of the Neck. Presented by Dr. W. H. 
GOECKERMAN and Dr. L. F. X. WitHevo. 


Xanthoma Solitarium in a Sixteen Month Old Boy. Presented by 
Dr. Clement E. Counrer. 


Dermatophytosis of the Hands and Onychomycosis of the Hands and 
Feet. Presented by Dr. SAMUEL AyRES Jr. 


Calcinosis Universalis in a Boy Aged Nine Years. Presented by Dr. Savut S. 
RosBinson. 


Mycosis Fungoides. Presented by Dr. Mot_eurus CoupERus. 


E. F. L., a white woman, noticed about a year ago an itchy red spot on the left 
side of the chest; it finally disappeared without treatment. Later similar lesions 
developed on other parts of the trunk and face, some of which have disappeared 
and some of which have remained. They have gradually increased in number, 
persistence and thickness. 

Two types of lesions are present: macular erythematous scaly noninfiltrated 
plaques, varying in size from that of a dime to that of a silver dollar, of angular 
and gyrate configuration on the abdomen, back and thighs. In addition, there are 
a number of reddish slightly elevated infiltrated lesions present in the left and 
right axillary regions and the upper inner aspect of the left thigh. 

The differential blood cell count was normal. 

A biopsy was made of one of the infiltrated lesions. The epidermis was 
essentially normal except for slight irregular acanthosis. In the upper part of the 
dermis there was a massive heavy infiltrate of varying types of cells, consisting 
of lymphocytes, histiocytes and occasional plasma cells. There was more than 
normal variation in the size of the cells present, and groups of clumped cells were 
seen scattered throughout the infiltrate. A few large mononuclear cells were also 
present. 
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DISCUSSION 


Dr. Paut D. Foster: I thought that this was a case of mycosis fungoides. 
The clinical picture was rather typical: irregular crescentic lesions with indura- 
tion. I did not get a chance to see the microscopic section. I feel that this would 
have been my clinical diagnosis. 

Dr. J. WALTER Witson (by invitation): The itching was rather minimal for 
mycosis fungoides, and I did not believe that the microscopic picture was typical 
of this disease. 

Dr. Saut S. Roprnson: From the microscopic picture I considered mycosis 
fungoides, but also the diagnosis of leukemia and the possibility that leukemia would 
develop, as is sometimes seen in lymphoblastomas. 


Dr. M. E. OBERMAYER: I admire Dr. Foster’s clinical acumen, for the eruption 
had no features suggestive of a lymphoblastoma. I thought that it was an eruption 
due to drugs and changed my mind only after viewing the section, which showed 
features of monocytic leukemia rather than mycosis fungoides. 


Dr. L. H. Winer (by invitation): I agree with Dr. Obermayer, and because 
in the histologic section one sees the uniformity of cell infiltration, I favor leukemia 
over mycosis fungoides. 

Dr. SaMueL Ayres JR.: It looks as if it belonged in the lymphoblastoma 
group. I would like to suggest a therapeutic approach which perhaps offers some 
hope, with the antireticular cytotoxic serum (ACS serum) developed in the 
Soviet Union. I have a patient with advanced mycosis fungoides who is being 
treated with this serum. The patient is moribund, but there has apparently been 
improvement in the cutaneous picture. Dr. Reuben Strauss, who duplicated this 
serum, apparently has had a patient with lymphosarcoma who has shown remarkable 
improvement from the use of this serum. I think that Dr. Strauss would cooperate 
in supplying serum to determine its efficacy in a case of this sort. The serum is 
prepared by injecting fresh human spleen and bone marrow into animals in which 
a specific antiserum then develops. If this were injected into a human being in an 
appreciable quantity, it would have a toxic effect, but small amounts produce a 
stimulating effect on the reticuloendothelial tissue. Perhaps the effect is similar 
to that of small doses of roentgen rays, 75 to 150 r, in cases of mycosis fungoides. 


Dr. Netson Paut Anpverson: I would like to support Dr. Couperus in the 
diagnosis of mycosis fungoides, from both the clinical and the microscopic stand- 
point. I do not believe that the bandlike infiltration observed in the slide shown is 
seen in monocytic leukemia. The patients with monocytic leukemia that I have 
seen have never exhibited this feature. Also, I should like to make the suggestion 
that the diagnosis of mycosis fungoides could be strengthened by a clinical test 
of treatment with roentgen rays in relatively small doses, because monocytic 
leukemia does not respond to small doses of roentgen rays. 

Dr. MoL_LtEuRUS Couperus: When I first saw the patient, I considered both 
an eruption due to drugs, possibly phenolphthalein, and lymphoblastoma, but most 
likely mycosis fungoides. The possibility of eruption due to drugs was ruled out. 
I agree with the critics that the infiltrate in the upper part of the cutis is not as 
polymorphous as one usually encounters in mycosis fungoides, but in the more 
thinly infiltrated areas this polymorphism is more evident. The large clumped 
cells, however, are characteristic. The two infiltrated plaques which were treated 
each with one dose of 600 r have lost their infiltration and are now simply pig- 
mented macular lesions. 
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Chronic Benign Familial Pemphigus. Presented by Dr. SAMUEL Ayres Jx. 


Causalgic State Secondary to Brachial Herpes Zoster. Presented by 
Dr. Ayres JR. 


L. M., an Irish-American woman aged 66, was first seen June 14, 1945. The 
history revealed that the disease had begun about ten weeks previously with a 
burning pain down the left arm and hand and a vesicular eruption. 

The eruption appeared to begin in the left cervicodorsal area, extending down 
the left arm to the hand, especially involving the radial side of the forearm. It was 
characterized by areas of redness and vesicles on the hand, but on the upper part 
of the back and arm there was only erythema. The arm and particularly the hand 
were acutely tender, so that the patient would not allow contact and she was unable 
to move her hand. 

She has had sixteen fractional doses of approximately 50 r to the involved areas, 
especially on the hand and arm, although the first few treatments also included 
the areas on the upper part of the back. She was also given eight intravenous 
injections of sodium iodide, 2 Gm. each. For the first six weeks of observation, 
the patient carried her hand on a cushion most of the time, because of the pain 
and tenderness, which, however, have gradually improved. She has been persuaded 
to carry on both passive and active exercises of the hand. The vesicular eruption 
has disappeared, but a mottled redness of the hand, particularly along the radial 
side, has persisted up to the present. The skin has a somewhat shiny almost 
atrophic appearance, with redness particularly about the dorsal aspects of the tips 
of the fingers, especially on the thumb and the index finger, and there are changes 
in the nails consisting of a narrowing and whitish appearance. The first two 
fingers are still stiff and tender. 


Comment.—I would like to calf attention to a.paper by Geza de Takats, entitled 
“Causalgic States” (J. A. M, A., 128:699 [July.-7] 1945), in which he defined 
the causalgic state as a disease consisting of burning pain associated with edema, 
glossy skin and a local rise in temperature, which follows certain partial injuries 
of the major nerve trunks and is caused by chronic irritation of the sensory path- 
ways in which there is a reversal from the normal vasomotor reaction. 


DISCUSSION 


Dr. Netson Paut Anpverson: I agree that this is a causalgic state, but I do 
not believe that it belongs in the category of postherpetic neuralgia. Causalgia, 
affects primarily the upper extremities; occasionally the lower extremities are 
involved. Causalgia practically always has some connection with a pathologic 
condition which has affected the, brachial plexus. In the majority of cases of true 
causalgia the c:sease is associated with accidental injury, such as a fall with severe 
trauma, gunshot or stab wounds. The typical case of causalgia can be detected 
the minute the patient enters the room. Such patients keep the hand raised and 
carry a pan of water to drip on the hand. As a result, practically all have a 
monilial infection of the hand. They have peculiarly long glossy finger nails, and 
the skin is shiny and glistening. These patients are really in misery. I think that 
primarily the problem has not been settled, either as to its cause or proper treat- 
ment. Dr. Ayres is to be congratulated on his success in prevailing on this woman 
to use her hand and to overcome some of her pain. One point brought out by 
Dr. Musgrave, when this patient was presented, is that this woman had reddened 
finger tips with erythema all around the nails. Dr. Musgrave told me that one 
of the orthopedic surgeons has noticed this feature in patients with an arthritic 
syndrome. They usually also have pronounced atrophy of the papillae of the 
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tongue, which in turn is associated with achlorhydria. Problems regarding the 
absorption and utilization of the vitamins appear to be part of that syndrome. 


Dr. SAMUEL AyrES JR.: This disease is apparently entirely different from 
postherpetic neuralgia. The causalgic state consists not only of pain but acute 
tenderness to touch and is associated with vasodilatation. Also, there is apt to be 
osteoporosis. I shall have a roentgenogram taken of the hand to see whether 
osseous changes are present. When this patient first came she had remnants of 
vesicles on the hands. Erythematous patches were present on the arms and on the 
upper part of the back, but no vesicles. The hand was so tender that she carried 
it on a pillow. It has taken a great deal of persuasion to make her use the hand. 
There seems to be definite ankylosis of some of the joints of the fingers. The 
article I refer to lists most of the causes as following trauma, although herpes 
zoster is mentioned as one cause. Treatment has consisted largely of small doses 
@# roentgen rays and injections of sodium iodide intravenously, together with 
passive and active manipulation. I shall check the utilization of vitamins. 


Clement E. Counter, M.D., Chairman 
Maximilian E. Obermayer, M.D., Secretary 
Feb. 12, 1946 


Dermatitis Herpetiformis. Presented by Dr. ANKER K. JENSEN. 


Pemphigus Vegetans. Presented by Dr. L. F. X. WimHetm and Dr. W. H. 
GOECKERMAN, 


A Case for Diagnosis: Acutely Inflammatory Recurrent Eruption of the 
Face. Presented by Dr. Netson Paut ANDERSON. , 


D. L., a young woman aged 18, has had for the past four years repeated attacks 
of a cutaneous eruption mainly involving the face. The present attack is of two 
weeks’ duration. The recurrences begin rather suddenly with the formation of red 
papules and are accompanied with a slight burning sensation. The present attack 
is the severest and most extensive which has ever occurred. In the ordinary 
course of events the face will be entirely clear, except for some slight residual 
scarring, within ten to fourteen days. 

The entire face, including the cheeks, nose, forehead and chin, is covered with 
an extensive erythematous papular eruption. Some scaling and crusting is present 
on the top of many of the papules. A few similar papules are located in the “V” 
area of the upper part of the chest. ¢ Hie: 


DISCUSSION 


Dr. KENNETH Stout: The diagnosis in this case is puzzling. The history 
indicated that the eruption had recurred several times in the past two years, 
running a course of several weeks. The individual lesions are more or less 
discrete, erythematopapular in character and distributed principally on the face, 
with only a few lesions on the chest and back. One would think, perhaps, of an 
eruption due to drugs or of neurotic excoriations. The lesions itch and burn. 
I had the impression of the presence of a functional background, although I was 
unable to substantiate this supposition by questioning her. I thought that it might 
be a papular form of. neurodermatitis. 
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Dr. A. FietcHer HALL: I thought of the possibility of neurotic excoriations, 
but the fact that all the lesions are about the same age militates against this idea. 
The only diagnosis with which the history and the appearance could be reconciled 
is one which I advance with trepidation, namely, that of disseminated herpes 
simplex. I have seen several cases, similar to but not as intense as this, of 
disseminated lesions which appeared repeatedly with a similar history of burning 
stinging sensations. They appeared rather suddenly; all lesions were approxi- 
mately the same age, and they disappeared spontaneously in two or three weeks 
or a month. Vaccination with smallpox vaccine has resulted in the permanent 
arrest of the disease in 2 such cases. Whether that means that the disease has 
a herpetic basis I would hesitate to say; but when one sees aphthous ulcers in the 
mouth, such lesions are not suggestive of herpes simplex yet are presumed to be 
caused by a virus similar to herpes. I suggest vaccination in this case, unless 
some better diagnosis is arrived at. . 

Dr. M. E. OpeRMAYER: Dr. Hall’s remarks should not be allowed to pass 
unchallenged, for I cannot agree that an eruption which consists of solid acneform 
papules be considered herpes simplex, i. e., a dermatosis characterized by vesicular 
lesions. Dr. Stout’s suggestion of a functional factor appears justified; the eruption 
does remind one of what the French call acne excoriée des jeunes filles. However, 
the outstanding characteristic of the present eruption is the lesions’ being all of the 
same age. Furthermore, though the girl has mild seborrhea, as evidenced by 
dandruff and enlarged pores, I could not see true comedos. Hence, the eruption 
is not acne vulgaris but an acneform toxic dermatosis, probably caused by follicular 
hypersensitivity to halogens, especially iodides. 

Dr. A. FtercHer Hatt: I do not know on what basis Dr. Obermayer described 
the lesions as papules. I do not see anything acneform about them. I believe 
that they are either primary excoriations or ruptured vesicles, each on an erythem- 
atous base. 

Dr. SAMUEL Ayres Jr.: The diagnosis that Dr. Obermayer suggested is the 
one that I thought of when I looked at this patient. The disease is what one might 
call acne urticata. The lesions occupying the sites of acne are not true acne 
lesions. They are crusted excoriations, perhaps papular, but I do not subscribe 
to the herpes point of view, because the girl said that they do not all appear at 
once but come on gradually and are not preceded by itching. She admits digging 
them, yet I do not believe that the diagnosis of neurotic excoriation would explain 
the whole picture. I am as much in the dark as any one regarding the cause. 
Perhaps a metabolic disturbance is responsible. There may be a focus of infection. 

Dr. ANKER K. Jensen: Dr. Hall’s remark that this may possibly be a herpetic 
eruption, I believe, is well taken. I feel that this suggestion should be considered. 

Dr. MoL_eurus Couperus: One point in the history was interesting to me. It 
seems that the exacerbations occurred at such times when the patient took thyroid 
by mouth, although she stated that some lesions are present all the time. I suggest 
that the iodine in the thyroid is the responsible agent for the present severe 
eruption. 

Dr. Netson Paut Anperson: I am grateful for the discussion. I am at a 
loss to make a diagnosis. I frankly do not know what to call this disorder. 


Erythroplakia (Erythroplasia) of the Eyelid. Presented by Dr. SAMvei. 
AYRES JR. 


{| 
| 
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A Case for Diagnosis (Chronic Granuloma of the Forearm in a Patient 
with Scleroderma?). Presented by Dr. M. E. OperMayver. 
; G. L., a Chinese woman aged 30, who is at present in the sixth month of preg- 
nancy, has had generalized progressive scleroderma for eight years. The disease 
began during her first pregnancy. 

The lesion, which is the object of her presentation, appeared four years ago as 
a small oval plaque on her right arm and has been slowly extending peripherally 
and in elevation until the present time. 

Diffuse scleroderma, involving the face, chest, back, abdomen, thighs and upper 
extremities, is present. There is a boardlike induration of the skin, with limitation 
of movement of the fingers of both hands and atrophy of the terminal phalanges of 
both hands. The process does not extend below the knees. 

An oval plaque, 8 by 6 cm., is present on the extensor surface of the right arm 
below the elbow. It is deeply infiltrated and elevated, and its rough surtace is 
covered with yellowish keratotic crusts which do not yield to ordinary attempts 
at removal. Physical examination revealed no other significant observations. 

Repeated histamine tests elicited a normal response. No fungi could be demon- 
strated by microscopic examination of scrapings or culture. The Wassermann 
reaction of the blood was negative. Differential blood cell count was within normal 
limits with the exception of 5 per cent eosinophils and a moderate degree of 
macrocytic anemia. The content of cholesterol in the blood was 207 mg. per 
hundred cubic centimeters. Results of examination of the blood for bromides were 
negative. The urine was normal in several urinalyses. Microscopic examination 
on three different occasions disclosed a chronic granuloma. The epidermis showed 
intense hyperkeratosis and parakeratosis. The dermis contained many dense 
collections of an inflammatory infiltrate composed of lymphocytes, plasma and 
epithelioid cells. In some areas phagocytic cells laden with hemosiderin and 
extravasation of blood were seen. Special stains did not reveal acid-fast bacilli. 

Local treatment in the form of many types of applications, which included silver 
nitrate, peruvian balsam and chrysarobin, has been of no effect. 


DISCUSSION 


Dr. MotLeurus Couperus: I did not see the histologic section of this lesion, 
but on clinical grounds I consider the diagnosis of tuberculosis verrucosa cutis. 

Dr. Samuet Ayres Jr.: The lesion on the arm clinically suggests tuberculosis 
verrucosa cutis. 

Dr. WaLTer F, ScHwartz: The lesion reminds me of a granuloma of the 
blastomycotic type. I wonder whether the possibility of a chronic granuloma 
overlying a plaque of calcinosis should not be considered. 

Dr. M. E. OperMAyer: I have not been able to explain this granulomatous 
mass. Lepra was one of the chronic infectious diseases which I have tried to rule 
out; syphilis, tuberculosis and the deep mycotic infections were others. Cultures 
were planted and inoculation of animals performed, all with negative results. The 
only organisms obtained were staphylococci. Histologic examination showed a 
chronic granuloma with no features characteristic of any of the aforementioned 
diseases. - The possibility of a vegetative form of eruption due to drugs could not 
be substantiated. The lesion may be a staphylococcic granuloma. But whatever 
its cause, it is probably independent of the scleroderma. 

Notre.—When the patient was seen in April 1946, the lesion showed definite 
signs of healing. Her scleroderma had also improved. The patient stated that 
termination of pregnancy has always been associated with considerable improvement 
of the disease. 
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Cavernous Hemangioma in an Adult. Presented by Dr. Samuet Ayres Jr. 


R. F., a man aged 25, has had a hemangioma on the left side of his face since 
birth, which has not undergone any recent increase in size. Previous treatment 
consisted of injections of a sclerosing solution on an average of once a week to 
once a month for four years, up to January 1941. Roentgen rays and “radium 
have never been used. 

The left side of the-upper lip is decidedly enlarged and shows bluish deep 
vascular tissue. There are several similar areas on the left side * ~ face, showing 
dilated veins, 

DISCUSSION 


Dr. STANLEY ANDERSON: When a person is seen with cavernous hemangiomas 
of this type, many opinions exist. Sometimes he is told to leave the lesion alone 
and that it will disappear. In this case the patient has reached adulthood and still 
has the disfiguring cavernous hemangioma. I would suggest that these tumors 
ought to be treated early in life by means of sclerosing agents or interstitial 
irradiation. In my experience it seems that satisfactory results can be obtained 
with sclerosing agents injected into and around such cavernous vessels. The ease 
with which these vessels are blotted out is greater in young persons. In a child, 
one usually sees good results with just a few injections. Usually there are no 
serious complications, such as necrosis or lymphadema, resulting from this method. 
If this method fails, other modes of treatment, such as irradiation or surgical 
excision, can be resorted to. 

Dr. H. D. L. Linpsay: I have treated a patient suffering from hemangioma 
of the lip by ligating the vessels and with electrolysis. The veins are easily seen, 
and it is easy to evert the lip. I used a curved needle, passed a ligature under 
the vessels and tied off the veins on the inside of the mouth. Then I inserted the 
gold needle of the electrolysis machine along the course of the vessels supplying 
the blood to the tumor at right angles to the vessels and in a series of punctures. 
By such means one side of the lip with a hemangioma can be reduced to the size 
of the other. In another patient with a similar lesion, a good result was obtained 
by everting the lip, ligating the arterial branch and then further assuring the 
vessels’ permanent occlusion by electrolysis. 

Dr. Samuet Ayres Jr.: I thought that it was interesting to see the persistence 
of this cavernous hemangioma to adult life. This patient has had previously about 
four years of treatment with sclerosing solutions, without apparent benefit, although 
the treatments were not begun in early life. I would think that the only beneficial 
method of treatment in this case would be surgical procedure. ; 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. MAxwett J. 
Wotrr. 


Dystrophic Disease of the Nail, of Unknown Causation. Presented by 
Dr. NELSON PAUL ANDERSON. 


H. E. R., a white man aged 51, has been suffering from deformed finger nails, 
which began in 1929. During the past five years there has been a rather decided 
progression of the disease. 

All of the finger nails are involved in apparently two different processes which 
are probably the same disease. All of the nails present an undermining process 
which starts at the free edge and extends proximally, separating the nail from 
the nail bed. The right index finger nail has a complete central depression, 
extending from the base to the tip of the nail. Both thumb nails are involved in a 


a 
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peculiar triangular eroding process which extends through the entire nail, dividing 
each nail into two nearly equal triangular parts. This process is nearly duplicated 
in the nail of the right middle finger. 

Several years ago the patient received seven or eight treatments with roentgen 
rays. without result. 

DISCUSSION 

Dr. SAMUEL AYRES Jr.: I think that I would consider lichen planus of the 
nails, of which I have seen 2 or 3 cases associated with lichen planus elsewhere 
on the body. The characteristic change seems to be a longitudinal ridge running 
down the center of the nail, which, as it approaches the distal portion, fans out 
into a “V,” with a crumbling dystrophy in that “V” and a peeling back on both 
sides. Several of these nails did show this feature. The other nails showed simply 
separation of the nail from the nail bed, which is not characteristic of lichen planus. 
I did not notice whether there was involvement of the toe nails. 

Dr. H. C. L. Lrnpsay: Contrary to general belief, in lichen planus of the nails 
one would be apt to see some pinpoint atrophic spots, such as are seen in psoriasis 
or syphilis. 

Dr. J. WALTER Witson: The onycholysis in this case could be the result of 
infection with Monilia (Candida) organisms, although the appearance does not 
rule out other causes. Potassium hydroxide preparations should be made and 
examined microscopically, and cultures should be placed. It is not necessary to see 
hyphae in the direct wet mount to make the diagnosis of monilial infection; the 
presence of budding cells sometimes is sufficient. 

Dr. WALTER F. SCHWARTZ: I think that one sees onycholysis more frequently 
than is ordinarily believed. It is my impression that the disease is not uncommon. 
It is commoner in women than in men. Because women usually keep their nails 
longer, one wonders if the separation is simply traumatic. Striking features in 
the case under discussion are the uniformity, with the exception of the thumb nails, 
of the separation of the distal fourth of all nails, which would point to some systemic ~ 
disturbance, and the clean separation, with no evidence of friable diseased nail 
material, as is seen in monilial infections or in psoriasis. Too little is written about 
this disease, but I recall several years ago that hypothyroidism was reported as 
being causative. With this in mind, I would suggest that the patient’s basal 
metabolic rate be determined before extensive studies for fungi are undertaken. 

Dr. Netson Pau ANpEeRSON: I do not accept the diagnosis of onycholysis 
due to thyroid dysfunction. I am aware of the contribution mentioned by 
Dr. Schwartz, which was by Dr. Everett Fox of Texas. I would accept that 
diagnosis only if the thumb nails presented the same appearance as do the others, 
but they do not. As for lichen planus of the nails, I think that the similarity is only 
superficial. In the 2 or 3 cases of lichen planus of the nails that I have seen, this 
central fissure was present, but on the sides were what might be called “half- 
spoon nails.” This man has what appears to be a triangular cut, leaving two 
smaller triangles on the sides. I have been unable to find any similar disease 
described or illustrated in the texts of Heller or Pardo Castello, 


Melanoma of the Finger, Involving the Nail. Presented by Dr. SAMUEL 

AYRES JR. 

H. G. C., a white man aged 61, first noticed five years ago a dark discoloration 
at the base of the left index finger nail, which gradually spread and began to appear 
on the skin at the base of the nail about a year ago. The nail has gradually 
become separated from the base. About ten months ago the nail was removed 
because of a bad odor, but has since regrown. 
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The change is confined to the left index finger. The entire nail is discolored, the 
radial two thirds being coal black. The nail is somewhat thickened and is separated 
from the nail bed. Beneath the nail is a slight thickening of tissue. On the skin 
of the dorsal portion of the terminal phalanx are several dark brown freckle- 
like areas. 

Amputation of the terminal portion of the finger has been advised. 


DISCUSSION 


Dr. MoLtteEurus Couperus: I agree with the diagnosis of a melanoma. The 
fact that the nail has become involved in the process of pigmentation indicates an 
extension of the lesion to an area not previously involved. I believe that there is a 
small firm palpable lymph node just below the elbow, on the medial side of the 
forearm. I agree that the finger should be removed and the lesion examined 
histologically. If it proves to be a malignant melanoma, I wonder whether the 
patient should not have more extensive surgical treatment, such as amputation 
at the shoulder. 

Dr. L. H. Winer (by invitation): One occasionally sees black and blue dis- 
colored nails, especially on the toes. One suspects melanomas, and on referring 
the patient to the surgeon for removal of the lesions, one finds that they are just 
traumatic hemorrhagic lesions. But they are confined entirely to the nail and do 
not look like the change in this case, which includes satellites in the adjacent skin. 
I was unable to palpate a lymph node in the epitrochlear area, but I am fully in 
accord with Dr. Couperus’ remark that the finger should be removed. I have 
seen cases in which the removal of a toe for malignant melanoma has given the 
patient several years of life, without recurrence. 


Transitory Benign Plaques of the Tongue in an Infant. Presented by 
Dr. SAMUEL AYRES JR. 


A Case for Diagnosis (Lichen Planus Confined to Oral Cavity and Nails?). 
Presented by Dr. SAMUEL Jr. 


Necrobiosis Lipoidica Without Manifest Diabetes. Presented by Dr. 
KENNETH L. Stout and Dr. CLypE O. Woop. 


‘Clement E. Counter, M.D., Chairman 
Maximilian E. Obermayer, M.D., Secretary 
March. 12,. 1946 


A Case for Diagnosis (Lichen Planus Confined to Nails and Oral 
Mucosa?). Presented by Dr. SamueL Ayres JR. 


A Case for Diagnosis (Acrosclerosis? Raynaud’s Disease?). Presented by 
Dr. SAMUEL Ayres JR. 


Alopecia of Undetermined Origin. Presented by Dr. Netson Pav 
ANDERSON. 
C. C., an American woman aged 47, complained of progressive thinning of the 
scalp hair which began about five years ago and has gradually increased in severity. 
Rosacea developed ten years ago and has persisted. 
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Diffuse alopecia is present on the entire scalp, although the process is more 
intense on the vertex and the frontal regions. Definite atrophy appears to be 
discernible, and in the frontal and parietal regions of the scalp numerous pinhead- 
sized erythematous papules are seen. 

Ultraviolet irradiation was administered eighteen months ago, without effect. 


DISCUSSION 


Dr. KENNETH Stout: I suggest a roentgenogram of the stomach, with the 
idea that a ball of hair might be demonstrated in the stomach. 

Dr. SAMUEL Ayres JR.: The disease began as a small area and gradually 
spread. Around the edges there was some suggestion of follicular roughening, but 
not enough to constitute folliculitis decalvans. The scalp is not smooth where the 
hair is gone. I think Dr. Stout’s suggestion that the patient might be pulling 
out her hair is worthy of consideration, because of the peculiar appearance of the 
broken and thinned hairs. Pulling of the hair could account for the spreading and 
persistence of the disease and the appearance of the scalp. Not long ago I saw 
similar alopecia in a boy of 7 or 8 years. This youngster did not pull his hair 
out, but his sister did while he slept, so that the effect was the same. 

Dr. NELSON Paut ANDERSON: I am not particularly satisfied with the diag- 
noses offered or with that which I have made. I think that on close examination 
it is definite that there is mild atrophy of the scalp. 

Note.—Further observation and study have disclosed that this case belongs 
to the group described by some investigators as folliculitis decalvans et atrophicans 
and by others as lichen planopilaris. 


Cheilitis Exfoliativa. Presented by Dr. NELSon PAUL ANDERSON. 


A Case for Diagnosis (Raynaud’s Disease and Embolus?). Presented by 
Dr. SAMUEL AyrEs Jr. 


A Case for Diagnosis: Peculiar Pemphigoid Eruption (Virus Infection? 
Pyoderma?). Presented by Dr. SAMuEL Ayres JR. 


R. S., an American boy aged 10, had impetigo in infancy and occasional attacks 
of angioneurotic edema up to three years ago. Tonsillectomy was performed at 
the age of 4. One and a half years ago, while he was still in bed with a staphy- 
lococcic sore throat, an infection developed on the right ankle, and later two fingers 
became infected. Penicillin was given, and the disease cleared up, but about six 
months ago, while he was in the mountains, the present disease developed. The 
patient was in the Children’s Hospital for about four and a half months and was 
given penicillin, tyrothricin and sulfadiazine as well as six roentgen ray treatments. 
The eruption improved, but has persisted with exacerbations and remissions. The 
patient occasionally has a fairly high temperature when the eruption is severe. 

The patient appears somewhat pale, and his health is below par. The right 
side of both lips shows changes on the vermilion-surface, extending into the mouth 
and involving the gums, buccal mucosa and pharynx. The lips today are somewhat 
improved, but on the date of the first visit three weeks ago the lips presented a 
somewhat cobblestone-like appearance, were raw and crusted and showed several 
superficial ulcers. There are redness and crusting of the eyelids and eyebrows and 
congestion of the eyes. Behind the left ear is an extensive area consisting of 
pinhead-sized to pea-sized vesicopustules, with a superficially ulcerated area at the 
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top of the fold behind the ear. Enlarged lymph nodes can be seen and felt in the 
neck, behind the left ear and in the right axilla. There is an extensive area of 
involvement on the back of the neck. The lesions are somewhat herpetiform in 
appearance except that their content is more creamy than milky. There are il] 
defined superficial slightly pigmented mottled areas on the neck, chest and upper 
part of the back where the eruption has previously existed. 

General medical study, including a roentgenogram of the chest and urinalysis, 
revealed no abnormalities. 

Stained smears from an unopened lesion on the neck showed no organisms but 
many pus cells. Smears from the gums revealed staphylococci, streptococci, pneu- 
mococci and occasional fusiform bacilli. Smears from the palate showed staphylo- 
cocci and a few streptococci. Cultures on various types of mediums resulted in 
the following observations: Staphylococcus albus was cultured from the neck on 
two occasions, Staphylococcus aureus and Streptococcus viridans from the gums 
and S. aureus from the palate. No yeasts were observed in any of the lesions, 
Scratch tests with representative food, pollen and miscellaneous proteins revealed 
a moderately strong reaction to mixed feathers. 


DISCUSSION 


Dr. MAxwe.t J. Wotrr: I thought that this patient had acne plus seborrheic 
dermatitis. The eruption involved the midportion of the chest, front and back. 
I consider the pigmentation on his back to be of the type which often follows any 
inflammatory disease of the skin. If treatment were directed toward seborrheic 
dermatitis, improvement might follow. 

Dr. L. H. Winer (by invitation): The eruption resembled Kaposi’s varicelli- 
form eruption, occasionally seen in patients with atopic dermatitis following herpes 
simplex. However, the child did not appear ill and had no fever or malaise. He 
has had this eruption on previous occasions, and it also involved the mucous mem- 
brane of the mouth and the lateral surfaces of the ankles. The appearance of the 
present eruption together with the previous history made me classify it as erythema 
multiforme. 

Dr. W. H. GoecKerRMAN: I would like to agree with Dr. Winer in the diag- 
nosis of erythema multiforme. Of course, it is not typical, but the general 
behavior, the definite iris lesions on the back of the neck and the involvement of the 
mucous membrane all fit in well with erythema multiforme. I do not believe 
pemphigus or pyoderma a probability. 

Dr. Hat E. Freeman: I think that the boy has extensive herpes simplex. 
The individual lesions are typical. 

Dr. Netson Paut AnperSON: I saw this patient just once, last July. At that 
time he also presented an eruption of this same type, although more extensive. He 
gives a history of an eruption of this kind over the greater part of two years. 
Morphologically there are certain impetigo-like elements. Dr. Freeman remarked 
on the presence of herpetiform lesions. I have suggested a diagnosis of' impetigo 
herpetiformis in the male. This youngster looks peaked. The mother says that 
he feels well, but he does not look well. He has no color. While I am at a loss 
for a diagnosis I do not believe that it is erythema multiforme, nor does it belong 
in that group. The eruption cleared in the hospital with penicillin therapy, but 
when the boy returned home the disease rapidly recurred. I think that the outlook 
is not bright, and that there must be some grave systemic factor present. 

Dr. Otro HANNABAUM (by invitatign) : I too was impressed by the iris type of 
lesions, and it brought to mind a patient I saw this last week. The oral lesions 
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were similar but milder, and the eruption responded well to intramuscular injec- 
tions of mercury oxycyanide (1% grain [0.01 Gm.] on alternate days three times). 
I feel that similar treatment might be tried in this case. 

Dr. FRANKLIN I. Batt: I saw this patient on the occasion of the preceding 
exacerbation of his eruption. At that time the eruption began and appeared in a 
manner characteristically similar to that seen this evening. I was unable to make 
a definite diagnosis, but had in mind two possibilities, namely, extensive virus 
infection, which: would be in line with Dr. Freeman’s suggestion of Kaposi’s 
varicelliform eruption, and an unusyal form of impetigo herpetiformis in the male. 
During the time this patient was under my care, the exacerbation lasted for about 
four months, developing to a stage considerably worse than that noted in the 
present exacerbation. It is my prediction that this present disease will get con- 
siderably worse and persist much longer than the present three weeks’ duration 
before it clears. Inasmuch as the previous discusser mentioned penicillin as a 
possible therapeutic agent in this case, I might say that on the occasion of the 
last exacerbation the patient was hospitalized in the Los Angeles Children’s 
Hospital, where extensive treatment with sulfonamide drugs, penicillin and 
tyrothricin was given, in that order. The eruption cleared with the use of 
tyrothricin, although I do not attribute the improvement to the use of any of the 
aforementioned drugs. 

Dr. Saut S. Rosrnson: Why are not repeated vaccinations against smallpox 
tried here? 

Dr. FRANKLIN I. BALL: He has been vaccinated on two or three occasions. 
The first attempt was successful (two or three years ago), but subsequent attempts 
at vaccination have not been successful. 

Dr. SAMUEL Ayres Jr.: I think that this patient may expect trouble. I do 
not agree with the diagnosis of erythema multiforme. I could not see an iris type 
of lesion. I felt that the eruption was somewhat herpetiform. I could not believe 
that it was herpes simplex. Impetigo herpetiformis should be considered. I am 
inclined to attempt some virus studies, although this seems difficult. No laboratory 
appears to be interested in undertaking studies of that sort. As to the vaccination 
against smallpox, I thought of that but was afraid of provoking a generalized 
eruption. The boy has been given extract of liver intramuscularly, and apparently 
that has not helped. Hexamethylenetetramine may be given by mouth. If there 
is any improvement I shall show the boy again. 


A Case for Diagnosis (Acne with Hypertrophy and Cystlike Changes of 
the Sebaceous Glands of the Face and a Peculiar Lichenoid Eruption 
of the Back and Chest). Presented by Dr. SAmuEL Ayres Jr. 


A Case for Diagnosis (Granulomatous Bromodermn?). Presented by 
Dr. CLEMENT E. Counter. 


A Case for Diagnosis: Chronic Granuloma of the Jaw. Presented by 
Dr. J. WaLTER Witson. 


Neurotic Excoriations Simulating Epithelioma. Presented by Dr. SAMUEL 
Ayres Jr. 
C. B., an American woman aged 52, was given an injection in the right 
trigeminal nerve five years ago for tic douloureux, which resulted in the loss of 
the sense of pain in the area. Shortly afterward lesions began to appear within the 
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hairline, which have gradually spread downward. Various types of treatment have 
been given, including use of roentgen rays, penicillin (ointment and injections) and 
sulfathiazole ointment. The cornea of the right eye has been somewhat cloudy 
for the past five months. The patient admitted digging and excoriating the lesions 
and said that she pinches and squeezes them “to get something out which will 
facilitate their healing.” She admitted spending from half an hour to an hour 
twice a day manipulating the lesions. 

The eruption is limited to the right side of the forehead, the right ioutel portion 
of the scalp and the right eyelid. On the forehead, just to the right of the center, 
and on the upper eyelid are two irregular quarter-sized to half-dollar-sized shallow 
ulcerations, with little if any evidence of elevated borders. There are a number 
of irregular, superficially scarred and crusted lesions on the forehead and within 
the scalp. The entire upper eyelid appears to be indurated. The cornea of the 
right eye shows diffuse opacity. Kahn and Kline reactions were negative. Boric 
acid ointment was prescribed, and the patient was instructed to leave the lesions 
alone. 

DISCUSSION 


Dr. Water F. Scuwartz: The striking feature about the lesions in this 
patient is that they are all unilateral. The scars are clean and nongranulomatous. 
It is true that dermatitis artefacta might be considered, but as a secondary process. 
It is improbable that such a process should be limited so definitely to an anatomic 
region. Interesting in this patient’s history is the fact that she had tic douloureux 
for several years, with numbness and pain. Ulceration has been present only the 
last five years. I think that this dermatosis is neurogenic instead of neurotic in 
origin. I have seen 2 cases similar to this, definitely limited to sensory nerve 
distribution, and these are reported in the literature by Karnosh and Scherb 
(J. A. M. A. 115:2144 [Dec. 21] 1940). I believe that in one of them the diag- 
nosis was corroborated by autopsy, and he pointed out that eruptions of a trophic 
nature may occur in any disease which destroys the pain and temperature sense 
nerve fibers. 

Dr. M. E. OBERMAYER: Questioning revealed the use of tweezers to produce 
the damage. I do not know much about tic douloureux, but my understanding is 
that this spasmodic facial neuralgia may also have a functional basis. Thus, I 
agree with the presenter’s diagnosis, but should like to plead for a more appropriate 
designation. Neurotic excoriations are fairly uniform lesions, are produced by 
the finger nails and consist of multiple excoriations covered with sanguineous 
crusts. Dermatitis factitia, the term recommended by the Committee on Standard 
Nomenclature, is equally inappropriate in this case, because it certainly is not 
dermatitis. 

Dr. Netson Paut Anperson: I think that the disease is trophic ulcer. The 
patient may also pick at the lesion. Neurotic excoriations are present, but in a 
trophic lesion. There is a well known type of trophic disturbance which follows 
the pathologic process involving the ganglion. Along the same line are those 
trophic ulcers with loss of half or more of the ala nasi, often erroneously thought 
to be epithelioma. Careful examination of the scalp beyond the apparently active 
border of the process reveals the scalp bound down tightly in that area. I do not 
believe that neurotic excoriations are the primary cause of the disease presented. 

Dr. Maurice Norris: The lesions certainly follow the course of the ophthalmic 
branch of the fifth nerve. I think that it is trophic ulcer secondary to injection 


into the ganglion. 


SOCIETY TRANSACTIONS 579 


Dr. SAMUEL Ayres Jr.: I saw the patient first a few weeks ago, and my first 
impression was that it was neglected epithelioma. Looking more closely, I noticed 
the areas of excoriation, and then brought out the background of injection into the 
nerve and excessive digging and picking. The process formerly was farther up 
in the scalp and has been extending down toward the eyelid. There is no question 
about the neurotic manipulations; the patient admits that she works at the lesions 
at least half an hour twice a day. She was told to leave them alone a week ago, 
and today they appear considerably improved. My intention is to apply an occlu- 
sive dressing. 

Note.—Application of an occlusive dressing over the whole area with the 
exception of the eyelids resulted in prompt healing of all lesions, but on the exposed 
‘upper lid a new large excoriated plaque has appeared. 


Contact Dermatitis Persisting for Three and a Half Months Following a 
Single Exposure to a Proved Irritant, Compound Tincture of Benzoin. 
Presented by Dr. SAMUEL AyRES JR. 


Xanthelasma (Blood Cholesterol Seven and Four-Tenths Milligrams per 
Hundred Cubic Centimeters). Presented by Dr. Hat E. Freeman. 


Nodular Subepidermal Fibrosis (Multiple, on Arms and Legs). Presented 
by Dr. M. E. OBERMAYER. 


A Case for Diagnosis (Lipodystrophy Simulating Scleroderma? Sclero- 
derma?). Presented by Dr. Netson PAuL ANDERSON. 


A Case for Diagnosis (Pityriasis Lichenoides et Varioliformis Acuta?). 
Presented by Dr. H. C. L. Linpsay. 


Chronic Folliculitis with Complicating Ingrowing Hairs. Presented by 
Dr. H. C. L. Linpsay. 


A Case for Diagnosis (Hemangioendothelioma?). Presented by Dr. NELSon 
PauL ANDERSON. 


J. K., an American woman aged about 30, noticed seven or eight years ago the 
appearance of “lumps” in the occipital region. They have gradually increased in 
size. Except for occasional spells of severe bleeding, when accidentally traumatized 
by a comb, they have been symptomless. 

When first observed on June 22, 1945 there were twenty to twenty-four firm 
erythematous and tumor-like nodular lesions of pea size and larger, situated in the 
lower occipital region of the scalp about 2 cm. above the edge of the hair line. 
Two of the larger lesions were removed for microscopic study and the remainder 
of the lesions destroyed with the electrodesiccating current. During the healing 
process a rather severe hemorrhage occurred from one area and lasted thirty-five 
to forty minutes. On October 6, further electrodesiccation was performed on 
five or six lesions which had apparently been missed the first time. On this date 
further tissue (two lesions) was obtained for microscopic study. 

On December 15, the patient called attention to a number of discrete pea-sized 
excoriated nodules on the arms and legs. A biopsy was performed on one of these 
prurigo nodularis-like lesions on Feb. 26, 1946. At present there are three or four 
small pea-sized firm to hard erythematous nodules scattered through the lower 
occipital region of the scalp. On the forearms and thighs there are thirty to forty 
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small split pea-sized discrete excoriated nodules, which are firm. There is no 
suggestion of the presence of an inflammatory or vascular element. 

All three microscopic examinations revealed a peculiar angiomatous-endothe- 
liomatous picture. Thus, there are moderate numbers of dilated blood vessels 
present, with a considerable amount of connective tissue stroma. The fibrous 
element appears to predominate, with the vascular portion having the appearance 
of capillary angioma. The microscopic picture, as a whole, does not suggest either 
granuloma pyogenicum or Kaposi’s multiple pigmented hemorrhagic sarcoma. 


DISCUSSION 


Dr. M. E. OperMayer: This is an interesting case. The unusually widely 
distributed lesions were firm, suggesting fibroma, but they also exhibited a degree 
of erythema incompatible with fibroma, which partly blanched on diascopic pressure. 
The section disclosed the endothelial nature of the tumors. But the admixture 
of angiomatous and fibroblastic elements were sufficiently heavy to permit designa- 
tion of the disease as hemangiofibroendothelioma. 

Dr. L. H. Winer (by invitation): The history of nodular lesions which tend 
to bleed readily and reappear on other parts of the body after destruction of the 
original lesions makes me think of metastasizing vascular malignancy. These 
recurrent lesions are such minute papules that one would scarcely note them if the 
patient did not call them to one’s attention. Histologically, however, these papules 
show definitely newly formed vessels. The nests and cords of cells and new 
capillaries would be considered by any pathologist as hemangioendothelioma. 
Hemangioendothelioma as a rule is secondary to some trauma. In hemangio- 
endothelioma one does not see the diffuse metastases seen in this patient, but rather 
a satellite type of metastasis. That is, the original central lesion is followed by 
new lesions at the periphery of the surgically removed primary lesion. I am 
pleased to hear Dr. Anderson say that he was open minded about the formation 
of metastasizing hemangiomas. 

Dr. NELson Paut ANpERSON: I feel that one should be guarded in considering 
the future outlook for this woman. She now has twenty or thirty of these nodules 
scattered over the legs and trunk. I was astounded when the sections presented the 
same histologic picture as the lesions in the scalp. 


METROPOLITAN DERMATOLOGICAL SOCIETY 
James Lowry Miller, M.D., President 
Leslie P. Barker, M.D., Secretary 
Nov. 19, 1945 


Seborrheic Dermatitis. Presented by Dr. Josep C. AMERSBACH. 


Bullous Erythema Multiforme, Probably Precipitated by Sulfathiazole 
and Continued by Foci of Infection. Presented by Dr. Lestre P. BARKER. 


A Case for Diagnosis: Dermatophytosis (Nodular Vasculitis?). Presented 
by Dr. Roya, M. MonTGcoMERY. 


D. K., a man aged 29 years, was first seen today at the Hospital for Special 
Surgery. He has had the present eruption for seven months. There are three 
painful erythematous nodules on the lower part of the left shin. The lesion on the 
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inner side is slightly elongated. The upper one has a small ulcer on the surface. 
There is another nodule on the side of the left foot over the fifth tarsometatarsal 
joint. Two red streaks spread to the dorsum of the foot frorh this point. There 
are two small indurated nodules on the dorsum of the left foot. A 1 inch (2.5 cm.) 
scar, due to a biopsy, is present on the lateral side of the shin. There is redness 
and scaling on the anterior plantar surface of the left foot. 


Urinalysis revealed a faint trace of albumin. A blood cell count revealed 8,000 
white blood cells, 80 per cent polymorphonuclear leukocytes, 27 per cent lympho- 
cytes and 3 per cent monocytes. The sedimentation rate was 3 mm. per hour. 


DISCUSSION 


Dr. THomas N. GRAHAM: In view of the history I would accept the diagnosis 
as presented, but would consider also erythema nodosum. The lesions are tender 
on pressure. Erythema nodosum may persist for several months, and recurrences 
are not uncommon. I think, too, that further investigation should be made in 
regard to ingestion of drugs, a possible tuberculous infection and a possible strepto- 
coccic focus of infection. 


Dr. JosepH C. AMERSBACH: I would consider that this is possibly some form 
of lymphangitis due to fungous infection. Also, I could not see how the lesions 
that he presented could be as painful as the patient says they are. I wonder 
whether there was anything in the history that would suggest that he is a 
malingerer. 

Dr. J. Lowry Miter: I agree that this is probably lymphangitis, secondary to 
dermatophytosis, due to conditions under which the man has been living. A suppor- 
tive bandage, changed at weekly intervals, should result in cure in several weeks. 


Dr. Leste P. BARKER: The lesions have the appearance of nodular vasculitis, 
and I think that he should have a thorough investigation for possible foci of infec- 
tion. The diagnosis can be made only from a biopsy. A diet rich in vitamins and 
supportive treatment are often helpful in these cases. 


Dr. Royat M. Montcomery: Wandering phlebitis is a possibility, but he did 
not present any fissures with his dermatophytosis. I think that it’ is difficult to 
make a definite diagnosis without a biopsy. Dr. Hamilton Montgomery mentioned 
(J. A. M. A. 128:335, [June 2] 1945) various diseases that simulate one another 
closely. Erythema nodosum, nodular vasculitis or recurring iodopathic phlebitis 
are possibilities. I do not believe that he is malingering. I think that there is a 
definite infection underlying this disease. 


MINNESOTA DERMATOLOGICAL SOCIETY 
Louis A. Brunsting, M.D., President 
Robert F. Kendall, M.D., Secretary 

Jan. 25, 1946 


Granuloma Inguinale. Presented by Dr. S. E. Swerrzer. 


W. H., a Chinese man aged 61, first noted an eruption in the groin seven years 
ago. After about three years the lesions spontaneously disappeared. About two 
years ago new lesions appeared in the same area and, despite treatment, persisted 
to the time of admission to Minneapolis General Hospital. 
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Reactions in serologic tests for syphilis were negative. Smears from the ulcers 
showed many bacilli, but no Donovan bodies were seen. Cultures were unsatis- 
factory because of the overgrowth of Escherichia coli. Histologic sections showed 
intracellular bodies which were considered to be Donovan bodies. On Dec. 12, 
1945, the patient was given 1 cc. of a 5 per cent solution of “fuadin” N. N. R., and 
the dose was increased 0.5 cc. each day until the maximum dose of 5 cc. was 
attained. The patient was given 5 cc. each day until his death. A total of 121 cc. 
of the 5 per cent solution was given. In addition, 150 r filtered through 1 mm. 
of aluminum was given on three occasions one week apart. The lesions became 
cleaner and appeared to be decreasing in size. On Jan. 8, 1946, the patient suddenly 
died. 

“Examination on admission showed several large granulomatous ulcers on the 
lower part of the abdomen and the dorsum of the penis. A purulent foul-smelling 
exudate covered the ulcers. Autopsy showed that these ulcers extended to the 
superficial fascia, and numerous sinuses connected the floors of the ulcers. His- 
tologic section showed an extreme degree of acanthosis and papillomatosis. The 
cutis was filled with dilated blood vessels surrounded by a fine connective tissue 
stroma which contained many polymorphonuclear leukocytes. A few macrophages 
were seen with small inclusions resembling Donovan bodies. 


Rheumatic Nodules. Presented by Dr. S. E. Sweitzer. 


Pyoderma of the Lower Lip, Simulating Epithelioma. Presented by Dr. 
S. E. Swerrzer. 


A Case for Diagnosis (Leukemia Cutis? Lichen Planus?). Presented by 
Dr. Ropney F. KENDALL. 


Xanthoma Tuberosum. Presented by Dr. Cart W. Laymon. 


M. J., a man aged 33, noted lesions on the hands and nodules on the elbows for 
several years. 

Examination shows multiple yellowish orange nodules, involving the palms and 
dorsa of the hands, knees and elbows. Histologic sections are compatible with 
the diagnosis as presented. Studies of the blood have not yet been reported. 


DISCUSSION 


Dr. Louts A. BruNsTING: When the lesions attain a size large enough to bother 
the patient, my -colleagues and I remove them. The results have been rather 
satisfactory. 


Dr. ArtHuR Curtis, Ann Arbor, Mich.: I was interested in what was said 
about surgical removal. Unfortunately many of the xanthomas appear on the 
extensor surface of the elbows and the knuckles, and, therefore, surgical removal is 
always difficult because one must remove skin in an area where stretching interferes 
with healing. In cases in which recent activity is not shown and in which the 
lesions are troublesome, my associates and I remove them surgically. In most of 
the cases the results are good. In the tendons the problem is difficult, because one 
does not know how deep the xanthomas may be. 

_ Dr. Carr W. Laymon: There was insufficiert time for completion of studies 
of the lipids in the blood in this case. I, of course, expect to find hyperlipemia 
and expect to give the pateint a diet free of animal fat. Palmar involvement is 
not uncommon in this type of case, as Dr. Montgomery has pointed out. It seems 
to me that this is a typical case of xanthoma tuberosum. 
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Dr. Louis A. Brunstinc: The palmar lesions seem to be clustered around the 
tendon sheaths of the fingers. There is not the diffuse yellowish staining seen in 
the disseminated type of xanthoma. 


Dr. HAMILTON MontGoMERY: Xanthic tumors of the tendon sheaths are usually 
associated with xanthoma tuberosum or may occur independently of it. There 
usually is hyperlipemia in both types, and, therefore, it is immaterial which designa- 
tion is given in this case. At the clinic, my colleagues and I have experienced no 
trouble in removal of large nodules on the elbows and knees, and healing has 
occurred promptly. Xanthomas of the eyelids tend to recur, so that I no longer 
advise surgical removal unless they are large enough to interfere with vision. In 
recent years many types of treatment have been advocated, including the use of 
lipocaic and choline. Newer or more recent lesions may undergo involution with 
a diet free of animal fat, but old fibrous lesions are not affected. 

Dr. Fetrx Pinxus: I refer to a patient with xanthoma I saw many years 
ago. This was a man who had large lesions in inconvenient regions, cherry-like 
yellow tumors on and around his scrotum, and I believed that surgical excision 
would help. I cut out all the big nodes. All the smaller xanthomas disappeared. 
Maybe there was not enough cholesterol in his blood after the operation. He was 
relieved for a certain time, but after some months there was a recurrence. 


A Case for Diagnosis (Ulcer of the Leg Self Induced?). Presented by 
Dr. S. E. Sweitzer. 


Dermatitis Herpetiformis. Presented by Dr. S. E. Sweitzer. 
Mr. A. R., aged 63, stated that he first noted bullae in the groin late in 


December 1945. These were characterized by severe itching and burning. From 
the groin the eruption spread to the neck, face, arms and legs. The patient was 
unable to scratch the lesions because of the absence of all fingers of both hands. 
(The fingers and legs were amputated after freezing.) 

Examinations show bullous and crusted lesions in the axillas, on the face, neck, 
elbows, wrists, amputation stumps of the legs and buttocks and below the knees. 
The sacral and scapular regions are free of lesions. 


Dermatitis Herpetiformis. Presented by Dr. S. E. Swerrzer. 


B. B., a boy aged 7, first had an eruption one year ago following an attack of 
varicella. He was seen at the Minneapolis General Hospital dermatologic clinic 
at that time and was given 0.5 Gm. of sulfapyridine twice a day. The eruptior” 
completely disappeared, and new lesions did not develop except on two occasions 
when he neglected to take the sulfapyridine. For the past ten days he has taken 
no medication, and eight days ago bullae appeared on the lower part of the legs. 
Since then the eruption has spread progressively to other parts of the body. 
Examination reveals bullous and crusted lesions over the sacrum, the scapulas, 
both wrists and the lower third of the legs. 


Dermatitis Herpetiformis. Presented by Dr. H. A. CuMMING. 


Mrs. R. R., aged 44, stated that nine months ago vesicles developed over the 
inner sides of her feet. These were characterized by severe burning and itching. 
Lesions soon spread over the legs and arms and enlarged until they appeared 
bullous. Five months ago the eruption almost completely cleared while she was 
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taking sulfapyridine, 74 grains (0.43 Gm.) four times a day. The medication was 
discontinued because of severe nausea and vomiting. Soon afterward the eruption 
recurred and steadily grew worse. Examination reveals a generalized vesicular 
eruption, with several large superficial erosions in the mouth and nose. The 
anogenital area is clear. Studies of the blood revealed no abnormalities. 


DISCUSSION 


Dr. Cart W. Laymon: In most cases it is possible to make a differential 
diagnosis between pemphigus and dermatitis herpetiformis. In certain cases, how- 
ever, the decision is most difficult to make, and it seems to me that all of these 
cases fall in that group. In most cases of dermatitis herpetiformis grouping of the 
lesions is an important diagnostic point, yet in certain ones the eruption may be 
diffuse. In some cases of pemphigus the bullae do not arise on a noninflammatory 
base, so that this is not an infallible diagnostic point. Although itching is usually 
intense in dermatitis herpetiformis it may also be present in pemphigus. Eosino- 
philia may be present in both diseases. In cases in which a differential diagnosis 
cannot be made at once the course of the disease is the most important diagnostic 
aid, and many fimes a long period of observation is necessary before it is possible 
to decide about the exact diagnosis. 


Dr. R. R. Kiertanp: Was potassium iodide given by mouth, or were patch 
tests with it performed? I think that a positive reaction gives added information, 
but a negative reaction is not conclusive. 


Dr. H. A. Cumminc: There is another interesting feature of this case to be 
noted, which was not put in the history. She has an inoperable carcinoma in the 
pelvis. Radium was used here about eighteen months ago, and since then her 
health has been improving and has continued to improve since the development of 
the bullous disease. When first seen she had vesicles and bullae over her entire 
body. On two occasions there have been grouped and vesicular lesions almost 
exclusively. She improves rapidly while taking sulfapyridine, but gets nauseated, 
vomits, refuses to take it and subsequently grows worse. 

Dr. Joun F. Mappen: A number of years ago I studied the effect of potassium 
iodide in a comparatively large number of cases of dermatitis herpetiformis at the 
University Hospital. Various strengths of potassium iodide were used in ointment 
form in local applications and in patch tests. Also, the drug was given in various 
strengths by mouth. I am firmly convinced that potassium iodide, either in local © 
application or when given by mouth, is of no diagnostic value in dermatitis herpeti- 

.formis. There was no uniformity of response to the drug. There were different 
types of response in the same case in different phases in its cycle. In the majority 
of cases there was no change whatsoever when potassium iodide was used. In those 
in which there was change there was no uniformity in the change. In some cases, 
which probably were in the involution period of the cycle, there was actual 
improvement when potassium iodide was given. 

Dr. STEPHAN Epstein, Marshfield, Wis.: In answer to Dr. Michelson’s ques- 
tion, the potassium iodide tests in dermatitis herpetiformis were considered sig- 
nificant at Jadassohn’s Clinic. The main diagnostic importance was in that a 
positive reaction would indicate dermatitis herpetiformis rather than pemphigus 
vulgaris. In pemphigus the reaction nearly always would be negative. However, 
a positive reaction could not be elicited always in dermatitis herpetiformis. There 
were patients who presented at times positive reactions and at other times negative 
reactions. Furthermore, the reaction might not be positive all over. The hyper- 
sensitivity might be present only at the site of previous lesions. I remember cases 
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in which iodide medication preceded the outbreak and also cases in which iodide 
medication would provoke an exacerbation or a new eruption. 


Dr. Maurice OPPENHEIM: I agree with Dr. Laymon. The iodine test is not 
always reliable. The Viennese school did not make a sharp differentiation between 
dermatitis herpetiformis and pemphigus; dermatitis herpetiformis was considered 
as belonging to the pemphigus group. — 

Dr. Louis Brunstinc: I regard dermatitis herpetiformis as a form of func- 
tional disorder, and there are a number of reasons that it seems to be on the basis 
of hypersensitivity, although a bacterial mechanism may be involved. For the most 
part, patients are adults and there is a course of relapses and remissions over a 
period of many years, with little effect on the general health. The eruption is 
symmetric, consisting of grouped urticarial and vesicular lesions, and there is 
eosinophilia in some cases of extreme degree. Sensitivity to iodides and bromides 
is pronounced in certain cases but not in all, and cutaneous tests for sensitivity do 
not demonstrate the looked for positive reaction in all cases at all times. From 
the standpoint of treatment it seems that sulfapyridine in moderate dosage is the 
mst effective medicament that has been used and has none of the disadvantages 
of arsenic, although the drug must be used with a certain amount of caution, 
especially during the first two months of its administration. 

Dr. DonaLtp J. Witson, Omaha (by invitation): Dr. Brunsting considers 
dermatitis herpetiformis a functional disorder and believes that it may be on the 
basis of hypersensitivity. I agree with this concept, though the relationship cer- 
tainly is not clear. The youngest patient with proved dermatitis hepetiformis was 
reported by me (Dermatitis Herpetiformis in an Infant, Arco. Dermat. & SyPu. 
44:58 [July] 1941). Typical grouping was a prominent feature, although the 
eruption began when the patient was only 2 days old. During the few weeks of 
study the eosinophil count varied from 5 to 59 per cent, and the biopsy section was 
considered diagnostic. The child is now over 5 years old and has had three or 
four minor attacks of vesicular dermatitis, for which a physician was not con- 
sulted. It is probable that each recurrence has been on the basis of sensitivity. 
The patient seen today told me that in 1944 she weighed 200 pounds (90.7 Kg.) 
and was complaining of pain in her side. Her physician advised her to lose weight. 
She dieted strenuously for six months, when the dermatitis developed. This makes 
one wonder whether the loss of weight had anything to do with the eruption or 
whether the patient ingested a comparatively larger amount of iodized salt. I should 
like to ask whether “benadryl hydrochloride” N. N. R. (dyphenhydramine hydro- 
chloride) might not be of some help in these cases. 

Dr. ArTHUR Curtis: I have used “benadryl” in other patients with this dis- 
ease. I can recall 1 of several, who apparently obtains a great deal of relief as 
long as she takes the drug. This is a Negro woman, who had characteristic lesions. 
She has been treated with 400 mg. per day. I saw her within the last two weeks 
with a new outcropping, and she said that she had been continuing the same dosage. 
Whether it has lost its effect now I do not know. 


A Case for Diagnosis (Orthostatic Purpura?). Presented by Dr. Jonn 
Mappen. 


Mrs. F W., a housewife aged 26, stated that an eruption appeared on her legs 
about. fourteen years ago. This began about the ankles and gradually extended 
until now it has reached the level of the umbilicus. Physical examinations at the 
University of Minnesota Hospitals and the Mayo Clinic revealed no abnormalities. 
Exhaustive studies of the blood at both institutions showed nothing of significance. 
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The lesions appear as pinhead-sized to pea-sized purpuric macules, associated 
with varying degrees of pigmentation. The eruption is severest and the pigmenta- 
tion is most pronounced at the most distal portion. The patient is six and one- 
half months pregnant. Her legs become edematous and painful. 


DISCUSSION 


Dr. ArtHuR Curtis: This case was very interesting to me in that it was in 
a woman who has had purpura for a long time. I do not believe that I could 
accept the diagnosis of orthostatic purpura, because she also had purpuric lesions 
on the forearm. That also brings up the question of just what is purpura? After 
all, purpura is really a sign of some other disease. It is interesting that she had 
hydronephrosis and unilateral nephrectomy (she said that there were stones in the 
kidney, it was badly infected and it hung into her abdomen). It would be interest- 
ing to know the condition of the other kidney, since an infection in it might be a 
contributing factor to the purpura. 

Dr. JounN Mappen: This case is presented for diagnosis and not as a case of 
orthostatic purpura. 

Dr. Hamitton Montcomery: The sections showed definite extravasation of 
the erythrocytes, and special stain showed deposition of hemosiderin throughout 
the cutis. The histologic changes were consistent with that of purpura, but one 
cannot histologically distinguish between the different types of purpura. There may 
be a varying degree of thickening of the blood vessels. 


Dr. E. M. ScHLEICHER (by invitation): Considering the fact that the patient 
presented is of Irish-German stock and the purpuric manifestations are restricted 
chiefly to the lower extremities and a small spot on the elbow, I believe that this 
disorder represents a group commonly referred to as familial vascular instability, 
which apparently in the greater percentage of cases is restricted to the-lower 
extremity or infrequently to the elbows and shoulders. Microscopically the lesion 
of the skin shows sclerosis of the loops and changes in the smaller arterioles, with 
deposition of albuminous substances in the connective tissue. In general, these 
patients have a normal platelet count and normal clotting time, although there is 
a prolonged bleeding time due to the vascular injury. I do not know of any type 
of treatment for it, although recently large doses of vitamin C have been given, 
as much as 500 to 800 mg. daily over a period of several years, and in some cases 
improvement has been noted. 


A Case for Diagnosis (Aleukemic Leukemia of the Skin? Lymphosar- 
coma?). Presented by Dr. StepHAN EPSTEIN. 


Mrs. C. O., a woman aged 23, is suffering from tumor-like lesions of the face. 
About six years ago the patient noticed a “pimple” on her right cheek, which 
continued to grow. The lesions never disappeared or decreased in size, and no pus 
ever came out. In the spring of 1944, a biopsy was made; the pathologist’s diag- 
nosis was probably malignant lymphoblastoma, but it might be simple inflammation. 

When seen in October 1945, the patient presented a picture which resembled 
lupus pernio. There was a cushion-like swelling on the right cheek, measuring 
about 4 by 3.5 cm. The tumor was of doughy consistency and was bluish red. 
A slight depression was noticed in the lower part of the center. A new, less 
prominent and smaller lesion was present on the left cheek. A biopsy was made, 
with the following observations : 

“The epidermis showed some parakeratosis; one hair follicle contained a large 
parakeratotic plug. The superficial corium was normal. Just below the subpapillary 
layer the entire cutis was filled and replaced by a rather uniform cellular infiltra- 
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tion in which only the sweat glands persisted. In the deepest parts of the cutis 
this infiltration assumed a more nodular character; the subcutis was not included 
in the section. The cells were mostly of a uniform mononuclear type, resembling 
large lymphocytes. Closer inspection showed a few plasma cells; in some areas 
the cell body was a little larger, but there were no real epithelioid or giant cells, 
only some nuclei. Occasional mitosis was present.” 

The pathologists (Dr. Hermann Pinkus and Dr. Felix Pinkus) favored the 
diagnosis of leukemia cutis (possibly pseudoleukemia) or lymphosarcoma. 

The blood cell count on November 9 was as follows: hemoglobin 15.8 Gm. per 
hundred cubic centimeters, red blood cells 4,820,000 and white blood cells 10,400, 
with neutrophils 60 per cent (stab forms 2 per cent), lymphocytes 30 per cent, 
eosinophils 8 per cent. and basophils 2 per cent. The patient received elsewhere 
four treatments of 75 r each, after November 9. 


Lesion of the cheek, showing the slight depression in the lower part of the center. 


Dr. Francis Lyncu, St. Paul: I thought that this patient had leukemia cutis, 
without yet showing the characteristic changes in the blood. The histologic 
observations supported the diagnosis of leukemia with heavy infiltration by lympho- 
cytes and even some suggestion of formation of germinal centers. There was also 
the characteristic subepidermal zone without infiltration. 

Dr. HAMILTON MONTGOMERY: I would suggest the possibility of lymphocytoma, 
such as Dr. Epstein has described, recognizing that these lesions usually are 
smaller. Histologically, in this case, the cells of the infiltrate are all mature 
lymphocytes, although they are not grouped in a discrete nodule with a germinal- 
like center, such as is usually described for lymphocytoma. I believe that this case 
is one of either lymphocytoma or lymphatic leukemia. 

Dr. Fetix Pinkus: This case looks like lymphatic leukemia of the skin. It 
resembles the case of Neisser that was presented at the Fourth Congress of the 
German Dermatological Society in Breslau, Germany, in 1894. There were similar 
tumors of both cheeks in a man. 
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Dr. STEPHAN Epstein: I appreciate the discussion of this case. I feel that 
Dr. Montgomery has a point in raising the question of lymphocytoma. The tumor 
form of lymphocytoma frequently is mistaken for sarcoid. When I saw the patient 
first, I thought that it was the lupus pernio form of sarcoid. However, the his- 
tologic examination ruled out this diagnosis. I do not believe that lymphocytoma 
can definitely be ruled out, but the picture here is different from that in most of 
the cases I have seen. The sections in this case do not present any lymph follicles, 
which are so characteristic of lymphocytoma. Furthermore, lymphocytoma usually 
is more sharply outlined and shows an infiltrate surrounded by a definite capsule. 


Parapsoriasis. Presented by Dr. S. E. Swe!Tzer. 


Mrs. A. K., aged 71, was previously presented before the Minnesota Derma- 
tological Society at the April 16, 1940 and May 7, 1943 meetings. She stated that 
she had an eruption for forty years. This first appeared on the thighs and gradually 
spread over the entire body. Treatment was with ointments, ultraviolet rays and 
fractional doses of roentgen rays given six times to the entire body (1943). This 
treatment caused no improvement in the eruption. The patient stated that the 
eruption became steadily worse. Examinations of the blood and urine revealed 
nothing abnormal. Dr. E. M. Schleicher examined the bone marrow and observed 
nothing abnormal. ; 

Examination shows generalized erythema with extensive scaling of the upper 
layers of the skin. Approximately one half of the scalp hair is lost, a an adherent 
crust about 1 cm. in thickness covers the scalp. 

Histologic sections showed hyperkeratosis, parakeratosis and a small amount of 
perivascular lymphocytic. infiltration. There is liquefaction degeneration of the 
basal layer of the epidermis. 


DISCUSSION 


Dr. R. R. Krertanp: The changes in the nails and the type of ocaling suggest 
an erythrodermic stage of psoriasis. 

Dr. Francis Lyncu: Over a long period this patient has presented progressive 
changes in the skin. At first the eruption was generally regarded as parapsoriasis. 
Subsequently the lesions became more infiltrated, and some of our members seri- 
ously considered psoriasis. The eruption is now even severer, and I think that she 
is now or soon will be suffering from some form of lymphoblastoma. It seems to 
me that the entire series of changes should be regarded as a single dermatosis. 


Dr. JoHN Mappen: I was the first dermatologist to see this woman as a private 
patient in 1932. She was shown before the Minnesota Dermatological Society as 
having parapsoriasis at that time. Since then she has been shown on several occa- 
sions by various dermatologists, with the same diagnosis. There have been many 
biopsies, and I am going to collect all of the histologic sections and send them to 
Dr Montgomery for his opinion. 

Dr. Hamitton Montcomery: The histologic picture in this case is now that 
of lymphoblastoma, probably mycosis fungoides. In a study made with Dr. R. J. 
Burkhart (ArcH. Dermat. & SypH. 46:673-690 [Nov.] 1942) we found that 
practically all cases of mycosis fungoides and lymphoblastoma that apparently 
started out as parapsoriasis en plaque were actually, histologically, already mycosis 
fungoides or one of the other lymphoblastomas. Parapsoriasis en plaque in our 
experience remains as such and practically never develops into lymphoblastoma, 
although I recently had 1 case that proved an exception to the rule. I understand 
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that I agreed to the clinical and histologic diagnosis of parapsoriasis en plaque in 
this case when the case was previously presentéd before the society. 

Nore.—Since the meeting, Dr. Madden has sent me sections from numerous 
specimens for biopsy taken from 1936 through 1944. In retrospect, on reviewing 
the sections I believe that the specimens for biopsy in 1936 and 1938 showed early 
changes of mycosis fungoides, including multiplicity of cell types with pyknosis 
and karyorrhexis of the cells and clumping of some of the cells to form pseudo 
giant cells. The infiltrate was minimal, but, nevertheless, abnormal in character. 
Several of the sections from the biopsy in 1939 suggested merely an inflammatory 
reaction, as did also one of the sections in 1944. This would suggest that one 
cannot always pick a suitable site for biopsy and that the diagnosis of the early 
stage of mycosis fungoides is often a most difficult one to make. 


Myelogenous Leukemia of the Skin; Generalized Pruritus. Presented by 

Dr. H. A. CUMMING. ° 

DISCUSSION 

Dr. Harry A. Cumminc: When I first saw this patient she showed a com- 
pletely denuded tongue which was so painful that she had difficulty in taking even 
fluids. There was a daily rise of temperature to 100 F., and there were many 
hyperkeratotic plaques scattered over the body. These were tender on the palms 
and soles and in the area of the groins. Other areas of involvement were pruritic. 
I could not make a diagnosis, but I felt that the whole picture simulated one of 
the lymphoblastoma group of diseases. 

I would like to hear Dr. Schleicher discuss his observations on examination of 
the bone marrow. 

Dr. E. M. SCHLEICHER (by invitation): I was asked to differentiate between 
a benign or malignant process in this case. ,Examination of the bone marrow 
revealed myeloid hyperplasia, with involvement of the reticulum which showed 
numerous mitotic figures. I am inclined to believe that this is malignant lympho- 
blastoma, myeloid leukemia of the skin or leukemia cutis, which in my experience 
is generally of a low clinical malignant type. It is of interest that the leukemic 
process is involving the nail beds, something rarely seen. The response to radiation 
therapy is striking though somewhat expected in these low grade malignant leu- 
kemic states. 


A Case for Diagnosis (Chronic Inflammation of the Penis). Presented by 
Dr. S. E. Sweitzer. 


BRONX DERMATOLOGICAL SOCIETY 
David Bloom, M.D., President 
Henry Silver, M.D., Secretary 
Jan, 17, 1946 
Poikiloderma Vasculare Atrophicans with Histologic Features of Mycosis 
Fungoides. Presented by Dr. Davin BLoom. 


E. H., a woman aged 48, came to the clinic of the Skin and Cancer Unit on 
Aug. 24, 1945, presenting an eruption of ten years’ duration. The eruption did not 
produce any subjective symptoms, nor did it impair the patient’s general health. 
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Both axillas, the lateral aspects of the trunk, the abdomen and the inner aspect 
of the left thigh show large mottled reddish plaques, which closely resemble 
lesions of radiodermatitis. They consist of tiny hemorrhagic and telangiectatic 
pigmented and depigmented spots and are covered with fine white adherent scales. 
In addition, there are on the thighs, forearms and trunk round and oval plaques 
the size of a large coin, which show changes similar to those of the larger plaques, 
but less pronounced. These lesions are of more recent origin and were first some- 
what raised above the skin and considerably hyperpigmented, but gradually assumed 
the appearance of the larger lesions. : 

Examination of the blood, including a differential count, showed no abnormal- 
ities. The Wassermann and Kahn reactions of the blood were negative. The basal 
metabolic rate was normal. The histologic examination showed features of mycosis 
fungoides. 

The patient was previously presented by Dr. I. Rosen at the Manhattan 
Dermatologic Society on October 9. 


DISCUSSION 


Dr. Samuet M. Peck: I would like to ask Dr. Sachs whether the histologic 
picture is the same as that seen in mycosis fungoides in the tumor stage. 

Dr. Witpert Sacus: No. In the tumor stage one sees only one type of cell, 
namely, epithelioid. In this case there is a variety of cells, in addition to Pautrier’s 
abscesses and mitotic figures. 

Dr. SAMUEL M. Peck: That is what I wanted to hear Dr. Sachs say. If one 
saw but a single lesion without the entire picture, could one venture a diagnosis 
of mycosis fungoides without the aid of histologic observations, or would one be 
rather inclined to diagnose the disease as lymphoblastoma? As an example, from 
a lesion such as is present on the arm, what would lead one to believe that the 
disease is mycosis fungoides? I maintain that there is no definite diagnostic 
criterion at this stage which permits a diagnosis without histologic aid. If the 
histologic observations are those of mycosis fungoides, the clinical aspects easily 
fit in the picture. On purely clinical grounds this diagnosis cannot be made with 
any certainty. 

Dr. Frank E. Cross: I fully agree with Dr. Peck’s remarks. Clinically, the 
characteristics suggest parapsoriasis, because of the history of long duration and 
absence of itching. With the histologic report one is inclined to favor the diagnosis 
of mycosis fungoides. 

Dr. MAx JESSNER (by invitation): A clinical diagnosis in a case of this type 
is either difficult or impossible to make. Poikiloderma vasculare atrophitans, the 
atrophic “poikilodermatic” type of parapsoriasis and the early stage of mycosis 
fungoides have to be taken into consideration. Much depends on one’s view as to 
whether there exists such an entity as Jacobi’s disease—I believe it to be an entity— 
and whether certain types of parapsoriasis terminate in mycosis fungoides—I think 
not. After having seen the histologic picture in this case, I think that it is really 
beginning mycosis fungoides showing a poikiloderma-like aspect. 

Dr. Paut Gross: There are two clinical features in this case which make 
differentiation from true poikiloderma possible. There are inflammatory changes 
even in the larger lesions, which do not occur in Jacobi’s disease. Then there are 
some round patches on the patient’s skin, which resemble pityriasis rosea except 
that they are more infiltrated. Therefore, it is justifiable to refer to the disease 
in this case as a premycotic eruption with poikiloderma-like changes. 
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Dr. CHARLES WotF: All that has been said can be crystallized in a few words. 
There are a group of diseases that resemble each other in the early stages. When 
one sees an eruption of this type one must think of the evolution of this particular 
eruption some years hence, for the disease may in time assume a totally different 
character. The case presented is not yet typical of mycosis fungoides. If in course 
of time there will develop tumors, then one will have observed the evolution from 
the incipient to the final stage. Early stages of mycosis fungoides appear as 
simulated psoriasis, lichen planus or urticaria. Now poikiloderma and parapsoriasis 
of the en plaque type may be included as precursors of mycosis fungoides. It seems 
to me that at this time one cannot diagnose these eruptions either clinically or 
histologically. 

Dr. Henry SILveErR: It is difficult to interpret the two types of lesions which 
the patient presents. The smaller lesions are sharply demarcated, the size of a dime 
and infiltrated; the larger plaquelike lesions resemble radiodermatitis. The larger 
lesions can be regarded as what is known and accepted as poikiloderma vasculare 
atrophicans and not parapsoriasis en plaques. In the older literature cases of this 
type were described. by Rille and Rusch, who, unable to classify them properly, 
concluded that they belong to the group of atrophic diseases, that is, if one accepts 
poikiloderma as an atrophic disease. I would hesitate to regard the disease in this 
case as mycosis fungoides in spite of the histologic picture. This appears to be an 
entity that may show some changes seen in mycosis fungoides, but eventually will 
terminate in atrophy, clinically manifested as poikiloderma. 


Dr. Davin Btoom: This case differs from several other cases of poikiloderma 
which I have observed in the past few years in the smaller brownish hyperpig- 
mented plaques of recent origin and in the histologic observations of mycosis 
fungoides. Edward A. Oliver reported (Arch. Dermat. & Syph. 33:267 [Feb.] 
1936) a case of poikiloderma-like eruption which developed into mycosis fungoides. 
He cited a case of poikiloderma reported by Lane, in which at autopsy Hodgkin’s 
disease was observed. In his article a number of similar cases were cited which 
led him to the conclusion that poikiloderma is possibly not an entity but a derma- 
tosis which may be the starting manifestation of a variety of dermatologic diseases. 
This patient will have to be observed for many years to determine the develop- 
ment of true mycosis fungoides. 


Pemphigus Vulgaris. Presented by Dr. CHARLES Wor. 


Lichen Planus et Acuminatus Atrophicans (Feldman). Presented by 
Dr. Henry SILveR and Dr. Max BERKOVSKY. 


L. H., a housewife aged 47, presents a mildly itching eruption of six months’ 
duration, involving the scalp, back and extremities. The dystrophy of the nails 
has persisted for the past twelve years. 

Numerous discrete papules the size of a pinhead are scattered in groups over 
the neck, shoulders, back and arms and sparsely over the outer aspects of the 
thighs. All patches are studded with acuminate keratotic papules, many of which 
show central horny plugs and are pierced by lanugo hairs. On the outer aspects 
of the arms there are a few atrophic and depigmented spots. All lesions are 
slightly raised and about the normal color of skin or pinkish and give on palpation 
a nutmeg-grater-like sensation. 

On the buccal mucosa there are whitish papules and streaks forming a lacelike 
pattern. On the dorsal surface of the tongue there are whitish streaked areas 


present. 
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The finger and toe nails show severe changes. All the finger nails have thick- 
ened and striated plates and considerable subungueal hyperkeratosis. As a result of 
this thickening, the nails are distorted and the free borders are either serrated 
or missing. 

The scalp shows a patch of alopecia the size of a palm in the frontoparietal 
region. The central area appears to be atrophic. On the borders are thickened 
patches with the same follicular papules encountered on the body. Most of the 
acuminate lesions show central horny plugs protruding from the orifices. No 
pustules have been observed at any time. 

Results of laboratory studies, which included Wassermann and Kahn tests, were 
negative. 

The histologic section of a patch of acuminate papules was examined by Dr. W. 
Sachs. In the center of the section there was a dilated follicle, the bottom of which 
was acanthotic and flattened. The basal cell margin was washed out. Beneath 
this was a bandlike infiltration of small round cells and wandering connective 
tissue cells. The follicles were filled with horny material. 


DISCUSSION 

Dr. Wriisert Sacus: I think that this is a classic case of lichen planopilaris, 
clinically and microscopically. 

Dr. Maurice UMANSKy: The disease from which this patient is suffering is 
now considered to be a variety of lichen planus. The pathologic. change in the 
nails is a new additional feature. While involvement of the nails is occasionally 
seen in lichen planus, it is not observed in this disease, and it will have to be looked 
for in the future. Lichen planus-like eruptions were seen during the war in the 
armed forces after administration of quinacrine hydrochloride (“atabrine”). 
Follicular acuminate lesions and hyperkeratotic patches developed during the 
course of the eruption. For a long time it was known that injections of arsphen- 
amine and gold compound can produce lichen planus-like eruptions on occasion. 
In considering the cause of lichen planus eruptions of the type presented here, one 
should perhaps be mindful of the fact that eruptions do occur from drugs. 

Dr. Max Berxkovsky: It is of special interest to present this type of case 
before the Society, since two of the members, Dr. Feldman and Dr. Sachs, were 
instrumental in elucidating this disease. The lesions on the arms feel almost like 
keratosis pilaris. In addition, the patient presents the characteristic atrophy of the 
scalp and unusual changes of the nails. 

The patient stated that the eruption appeared soon after a renal operation. It is 
interesting to speculate as to whether trauma or shock following the operation is a 
causative factor. 

Dr. Henry Sitver: The case presented is an excellent example of the disease 
showing the characteristic clinical and histologic features. It seems to me that a 
diagnosis is made in these cases more frequently now, possibly because of greater 
knowledge of the disease. The labeling of the disease has caused some confusion. 
It has been described under the following titles: lichen planopilaris (Pringle), 
lichen spinulosus et folliculitis decalvans (Graham Little) and lichen planus et 
acuminatus atrophicans (Feldman). To Feldman belongs the credit of recognizing 
this disease as a form of lichen planus and of correctly interpreting the follicular 
lesions of the scalp with the resulting alopecia. The name that he has chosen 
is perhaps not the most fortunate one, but well expresses the morphologic aspect of 
the disease. Dr. Sachs’s histologic study of the disease is timely. It brings histo- 
logic proof and is therefore an advance in the recognition of the true character of 
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the clinical picture. I am not particularly satisfied with his choice of terminology. 
Lichen planopilaris misses all the characteristic clinical features which both Feld- 
man and Sir Graham Little tried to convey. I agree with Dr. Sachs that this 
atrophy is gnly seeming atrophy, as at times observed in lichen planus. The clinical 
or histologic similarity to pseudopelade in the end stages of the disease does not 
entitle one to hasty conclusions. Pseudopelade, as Pholinos showed, is an entity. 
As is well known, the patches of pseudopelade appear without any clinically 
recognizable inflammatory lesions. The alopecia and seeming atrophy in lichen 
planus et acuminatus atrophicans is preceded by evident and horny follicular lesions. 
The cases which fail to show lichen planus lesions and present only the spiny 
follicular acuminate lesions have caused a great deal of controversy at dermatologic 
meetings. I believe that by this time the disease is well defined. 


Treatment-Resistant Mucocutaneous Syphilis. Presented by Dr. THEODORE 
ROSENTHAL. 


A Case for Diagnosis (Erythema Annulare Centrifugum? Lupus 
Erythematosus?). Presented by Dr. CHARLES WOLF. 


J. H., a man aged 52, first presented himself three years ago with an annular 
erythematous patch in the left temporal region and a large patch in the midline area 
over the dorsal vertebrae. At that time he was treated with injections of bismuth 
subsalicylate. After six injections there developed a petechial eruption on the 
lower extremities. Treatment with the drug was discontinued. Following ipjec- 
tions of extract of liver the eruption disappeared. On Jan. 10, 1946 the patient 
reappeared, presenting a similar annular eruption on the same location. 


There are three lesions present: a circular fading patch, the size of a silver 


dollar, in the left temporal region, a large gyrate patch in the middorsal region, 
covering an area 6 by 10 cm., and a satellite patch just above and to the right of 
the larger lesion. The border of the gyrate plaque is dusky red and slightly 
infiltrated; the center is clear. The lesions have cleared considerably in one week 
without any treatment. 


DISCUSSION 


Dr. Max JessNer (by invitation): My first impression was that he had tertiary 
syphilis. However, the history and closer examination speak against this diagnosis. 
Darier’s annular erythema can also be ruled out, because the border is too firm and 
the intermediate scaling, often present just inside the border, is missing. Dr. Bloom 
has treated a number of patients successfully with bismuth compound, as advocated 
by some French authors. It should be given a trial in this case. 

Dr. SAMUEL M. Peck: One is struck by the fact that an increasing number of 
these cases are seen; at least this is my experience. It seems epidemic. I have 
recently observed a ‘patient on the ward at Mount Sinai Hospital wtih the disease 
recurring over a period of years, the lesion always localized on the arms, no higher 
than the elbow, so that a diagnosis of sarcoid was considered. Dr. Wolf's case 
differs in several respects: instead of the appearance of a solid ring, the patient 
presents individual papules in an annular form. That is why Dr. Jessner may 
have thought of tertiary syphilis. There is also the lack of scaling and the absence 
of double rings that is so commonly observed in most patients with this disease. 
Another patient under my observation presented a bizarre picture, with a ringed 
lesion on the nose; in another similar case a diagnosis of infection with Tricho- . 
phyton purpureum was made. The best treatment I have found is with bismuth 
compound over a period, of four or five months. However, in some cases the lesions 
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recur, and when they do, they fail to respond to bismuth compound. It should be 
noted that the disease may disappear spontaneously. 

Dr. CHARLES LERNER: It is not impossible that this is sarcoid of Boeck. The 
absence of scaling of the type seen in lupus erythematosus and the color speak 
strongly, in my opinion, against the diagnosis of lupus erythematosus. A biopsy 
should clear the diagnosis. 

Dr. CHARLES WoLF: With regard to Dr. Peck’s observation of individual 
papules, the lesions originally were raised but have spontaneously receded to a great 
extent. There was a distinctly raised inflammatory border, which has become 
entirely effaced. Some satellite lesions about the size of a silver dollar still show 
an edematous border. Biopsy may give additional information. I should like to 
stress again that in several serologic tests of the blood reactions were negative. 
The clinical features rule out syphilis. 

Nore.—The eruption has disappeared spontaneously. 


David Bloom, M.D., President 
Henry Silver, M.D., Secretary 
Feb. 21, 1946 


Generalized Sarcoidosis. Presented by Dr. Louis CHARGIN. 


I. P., a boy aged 14 years, presents an eruption which appeared suddenly about 
one year ago and has persisted since. The boy is well nourished, but suffers from 
episodes of indisposition, accompanied with moderate rise of temperature. There 
has been little change in the eruption since it was first observed. The patient has 
been under general tonic treatment. 

The eruption is located for the most part on the trunk, although there are a 
few lesions on the extremities and face. The eruption consists of reddish brown 
papules, the size of a pea or bean. At the onset some of the lesions suggested 
parapsoriasis varioliformis, but none showed any vesicles. There is a definite 
tendency for grouping of the lesions. There are no subjective symptoms. 

The Wassermann reaction of the blood was negative. A tuberculin test in 
dilution of 1 to 100,000 gave negative results. A subsequent test, made elsewhere, 
elicited a positive reaction. Radiographic examination of the chest showed the 
typical pulmonary markings of generalized sarcoidosis. Histologic examination 
showed throughout the entire cutis large numbers of epithelioid cells arranged in 
tubercle formation. Most of the tubercles were grouped together and ran down 
between the connective tissue bundles. The overlying epidermis was thin and 
flattened. A few giant cells were present. No Mycobacterium leprae could be 
seen with the Ziehl-Neelsen stain. j 


DISCUSSION 


Dr. Marion B. Sutzpercer: I think that this is an unusual case of sarcoid. 
The scaling, the type of discoloration and the ring-shaped lesions are certainly 
not common. Furthermore, the exanthematous spread of the eruption, with little 
involvement of the face, is unusual. The large lesion on the arm, which suggests 
a “mother plaque” with the smaller disseminate lesions, is also an extraordinary 

. picture. Despite these atypical features I agree with the diagnosis clinically, and 
it has been histologically confirmed. 
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1 would like to ask the presenter regarding the roentgenologic observations 
of the hands, were there any cystic changes of the bones? Can the tuberculin tests 
be repeated? Is the patient hypoergic? 

The question of prognosis is serious in such a young boy. I do not believe that 
cases of sarcoid with such decided pulmonary involvement are likely to have a 
benign course. In many of these patients active pulmonary tuberculosis eventually 
develops, perhaps because sarcoidosis of the lungs itself is a phase of tuberculosis. 

Dr. CHartes R. Rein: It is suggested that the blood be subjected to a deter- 
mination of the serum albumin and globulin. Patients with generalized sarcoidosis 
usually show a reversal of the albumin-globulin ratio. Electrophoretically, the 
increase in globulin is almost entirely in the gamma globulin fraction. When these 
patients improve with roentgen ray therapy they also show a reduction in the 
serum globulin. 

Dr. CHarLtEs WoLF: The roentgenogram of the lungs shows the markings of 
sarcoidosis. If this disease is generalized it must be put into the Boeck-Schau- 
mann-Besnier group. These cases have been known to clear up spontaneously. 

Dr. Louis Cuarcin: I would appreciate suggestions with respect to treatment. 

Dr. Paut Gross: In these cases, because of the generalized eruption, one 
of the most important things to watch is the behavior of the eruption. When the 
lesions disappear there is danger of tuberculosis. One should not exert too great 
an effort to influence the cutaneous lesions, because their: disappearance often 
signifies the development of visceral tuberculosis. One has to be careful not to 
disturb the positive anergy. 

Dr. Maurice UMANSKY: In cases with extensive disseminated eruptions, asso- 
ciated with lung and glandular involvement, the administration of organic and 
inorganic arsenicals is worth trying. 

Dr. Davin Boom: In a similar case in a young woman recently under my care 
administration of sodium arsenate and other supportive treatment cleared the 


eruption. 

Dr. ARTHUR SAYER: I want to emphasize the remarks made by Dr. Rein on 
the abnormal albumin-globulin ratio of the blood plasma protein. W. T. Longcope 
reported a fairly: large series of cases of lupus erythematosus several years ago 
and mentioned the reversal of the albumin-globulin ratio in this disease. I saw 
this reversed ratio in 3 patients with lupus erythematosus who were under my 
care in the Navy. Another valuable laboratory observation is an acceleration 
of the blood sedimentation rate. 

I disagree with the remarks made by one of the discussers that sarcoidosis 
(lymphogranuloma benignum) is tuberculosis. Pulmonary sarcoidosis is not a 
manifestation of pulmonary tuberculosis, and the roentgenologic observations of 
pulmonary sarcoidosis are distinctive and extremely different from the roentgeno- 
logic observations of pulmonary tuberculosis. Tubercle bacilli have not been 
observed in the lesions of lymphogranuloma benignum. The two diseases are only 
rarely encountered in the same person, and the coexistence should be regarded as 
purely coincidental. 

Dr. Louis CHarciIn: Generalized sarcoidosis is the same as Schaumann- 
Besnier’s disease or lymphogranuloma benignum. Dermatologists are in the habit 
of referring to the disease as sarcoidosis, while internists use the term Schau- 
mann’s disease. I should like to emphasize that originally the eruption resembled 
parapsoriasis varioliformis, but there were no vesicles. With the roentgenogram 
of the lungs showing sarcoid changes it was, of course, easy to establish the 
eruption as sarcoid. This was further confirmed by histologic observations. 
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The tuberculin test which I made in dilution of 1 to 100,000 elicited a negative 
reaction. It was repeated elsewhere with positive reactions. 

Arsenic was, of course, tried, but not intensively, in addition to general tonics 
and vitamins. I need not stress that many patients with sarcoidosis get well 
_ spontaneously. Unfortunately, this patient seems to be getting worse rather than 
better. 


Pustular Psoriasis Successfully: Treated with Soy Bean Phosphatides. 
Presented by Dr. Paut Gross. 


Necrobiosis Lipoidica Diabeticorum Without Diabetes. Presented by 
Dr. Marion B. SULZBERGER. 


Pemphigus Vulgaris. Presented by Dr. CHartes R. REIN. 


Syphilitic Optic Atrophy Improved After Treatment with Malaria. Pre- 
sented by Dr. THEODORE ROSENTHAL and Dr. J. H. Pottocx (by invitation). 


Lichen Planus and Psoriasis Occurring in the Same Patient. Presented by 
Dr. ROSTENBERG. 


’ Mrs. F. L., aged°39, has been suffering from psoriasis since early childhood. 
For the past five years she has not received any treatment. 

In October 1945, the present eruption of lichen planus appeared. Six weeks 
after onset the eruption was most pronounced and widespread, involving large 
diffuse areas of the skin. Lesions were present on the oral mucosa and vulva. The 
Koebner phenomenon was present. 

At present the psoriatic lesions are well developed, widespread and most char- 
acteristic on the elbows, knees and trunk. Interspersed are typical and fading 
lesions of lichen planus. 

DISCUSSION 

Dr. Davip Boom: Considering the fact that lichen planus and psoriasis are 
fairly common diseases and considering further the rarity of association of these 
entities and the lack of knowledge of the cause of either of them, one must 
logically assume that their association in the same patient is merely coincidental. 

Dr. Witt1aM M. SIsKIND (by invitation): The lesions of lichen planus which 
appeared only recently are located between the psoriatic patches. Dr. Graham 
Little in discussing the subject stated that he had seen only 3 cases in his twenty 
years of experience in which the two diseases were associated. 


Macular Atrophy (Schweninger and Buzzi?). Presented by Dr. Louis 
CHARGIN. 

E. S., a married woman aged 24, presents a disease of four years’ duration. 
She states that she first noticed reddish spots, which gradually became converted 
into the present lesions. 

There is but a single patch of eruption on the outer aspect of the right arm. It 
consists of a number of balloon-like lesions ranging in size from that of a pea to that 
of a dime. They are mostly the color of the skin, but one or two are slightly reddish. 
The larger lesions show typical herniation. Occasional itching is present. 
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DISCUSSION 


Dr. Henry Sitver: Dr. Chargin’s diagnosis of macular atrophy should, of 
course, be accepted. He questions, however, whether this case is of the Schwen- 
inger and Buzzi type. What is known as the Schweninger and Buzzi type of 
macular atrophy is an eruption which usually appears without any clinically 
perceptible inflammatory lesions. As I have pointed out on several occasions, a 
well developed case of the Schweninger and Buzzi type presents no diagnostic diffi- 
culties. The lesions usually occur on the trunk, where they follow the lines of 
cleavage and are not inflammatory, and most of them show the phenomenon > 
of herniation. 

In the case presented there are reddish macules and edematous lesions cor- 
responding to those originally described by Jadassohn. Furthermore, eruptions of 
the Schweninger and Buzzi type are more generalized, while those of the Jadassohn 
variety tend to be localized. The Jadassohn variety favors the arms, chest and 
face. When localized on the face it is at times extremely difficult to differentiate 
from lupus erythematosus. For the reasons given I would be inclined to regard 
the case presented as an example of Jadassohn’s anetodermia. 


Lichen Sclerosus et Atrophicus. Presented by Dr. ApotpH ROSTENBERG. 


E. C., a woman aged 32, in good health and the mother of three children, has an 
eruption which appeared about six months ago. There are no subjective symptoms. 

Over the left breast there is an irregular ivory-colored patch, 2 by 3 inches 
(about 5 by 7.6 cm.). When first seen in December 1945 the lesion was sur- 
rounded by an erythematous halo. The skin in the involved area is smooth and 
glossy. There is some evidence of follicular plugging. Individual lesions cannot 
be made out. Laboratory observations showed no abnormalities. 


DISCUSSION 


Dr. CHaRLEs F. Sims: This disease has been considered by some observers 
as a form of lichen planus (Wise, F., and Sulzberger, M. B.: Year Book of 
Dermatology and Syphilology, Chicago, The Year Book Publishers, Inc., 1937, 
p. 236). On the other hand Montgomery and others (Montgomery, H., and 
Hill, W. R.: Arco. Dermat. & SypH. 42:755 [Nov.] 1940) contend that this 
is a disease entity having no relationship to lichen planus. 

Dr. Witpert Sacus: I favor the clinical diagnosis as presented. I believe 
that the diagnosis can be made from the histologic study alone. 

Dr. Maurice Umansky: Reports of “white-spot disease” with histologic 
observations of scleroderma used to be regularly encountered in the transactions 
of dermatologic societies. In the last few years cases under such designations are 
not presented any longer. On the other hand, the number of reported cases of 
lichen sclerosus et atrophicus, which differs histologically from scleroderma, 
increased considerably. One searches in vain for “white-spot disease.” The 
progress made in the study and better knowledge of lichen sclerosus et atrophicus 
enables one to make this diagnosis in many a case which was cemencies circum- 
scribed scleroderma in previous years. 

Dr. Paut Gross: The answer is well given in the Handbuch, namely, that 
lichen sclerosus atrophicus and white-spot disease are one and the same, and one 
should always speak of this disease as lichen sclerosus et atrophicus. Moreover, it 
is to be distinguished from simple morphea. 

Dr. Wiisert Sacus: White-spot disease and morphea guttata are not always 
clinically alike, although I believe that they are the same disease. I do not feel 
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that Hallopeau’s disease is the same as morphea, at least the pathologic process 
is different. 


Dr. Henry Sitver: Out of a variety of rare papular sclerosing diseases an 
entity has been finally crystallized, namely, lichen sclerosus et atrophicus. One 
can now dismiss the confusing nomenclature of Csillag, Zumbusch and Unna— 
dermatitis lichenoides chronica atrophicans, lichen albus and cardboard scleroderma 
—and relax in the knowledge that lichen sclerosus et atrophicus covers all these 
variants. The clinical features are sufficiently well known by now and bear no 
relationship to lichen planus. The original lesion is a white polygonal papule. 
The telltale keratotic plugging or beadlike depression and the sites of predilection 
help greatly to establish the diagnosis. The histologic features, such as keratotic 
plugging, edema and homogenization of the collagen bundles, which are not indica- 
tive of true sclerosis, and the behavior of elastic tissue help differentiate any 
doubtful case. 


Dr. Paut Gross: Kogoj, a Yugoslav dermatologist was, I believe, the first 
to show the histologic differences between lichen sclerosus and scleroderma. 


Lymphoblastoma, Diagnosed for Years as Parapsoriasis. Presented by 
Dr. Louis CHARGIN. 


ATLANTIC DERMATOLOGIC CONFERENCE 
Bernard Appel, M.D., Chairman 
G. Marshall Crawford, M.D., Secretary 
Boston, Feb. 10, 1946 


Dermatitis Vegetans of the Mouth. Presented by Dr. Francis P. McCartuy, 
Boston. 


Eosinophilic Granuloma of the Skin. Presented by Dr. Water F. Lever, 
Boston. 


O. O’B., a 47 year old white woman, first noticed a small purple patch on the left 
malar area eleven years ago. Seven years ago another appeared just below the 
original lesion and a third on the right cheek. All three gradually increased in size, 
and four years ago the two on the left side of the face had grown together. These 
lesions have not been tender at any time. It was believed that this woman had 
erythema elevatum diutinum. Between December 1941 and April 1943 roentgen 
radiation was administered, without effect; a total of 2,200 r was given to the large 
lesion on the left cheek and 1,600 r to the smaller one on the right. 

Examination reveals a lesion on the left cheek which measures 5.0 by 5.5 cm., and 
that on the right is 2.3 by 2.8 cm. Both exhibit sharply defined irregular outlines. 
That on the left presents irregular firm induration of the upper and medial margins, 
with diffuse nodular infiltration throughout the body of the lesion. These nodules 
feel almost elastic on palpation and are elevated from 2 to 3 mm. In the areas 
of most pronounced infiltration there is yellowish brown discoloration. The lesion 
on the right cheek is not infiltrated. 

The blood and urine were normal. The basal metabolic rate was —11 per 
cent. The cholesterol of the blood serum was 278 mg. per hundred cubic centi- 
meters. Roentgenograms of the entire skeleton revealed no abnormality. 
A specimen of tissue removed in 1942 showed an extensive cellular infiltrate 
occupying the corium. In the upper portion this infiltrate was dense and con- 
tinuous, and in the lower portion it was perivascular, The cell types were 
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numerous, consisting of eosinophils, polymorphonuclear leukocytes, histiocytes, foam 
cells, fibroblasts, lymphocytes, plasma cells and mast cells. Although their propor- 
tion varied from place to place eosinophils predominated everywhere; most of 
them were polymorphonuclear, but some had a round nucleus. Some of the 
histiocytes exhibited phagocytic properties and contained hemosiderin granules 
or fat vacuoles or both. In some areas the histiocytes showed development into 
fibroblasts. The blood vessels of the corium were dilated, and their endothelium 
was swollen. The reticulum fibers around the blood vessels were swollen and 
intensely eosinophilic (hyaline degeneration of the perivascular reticulum). Another 
biopsy specimen was obtained in 1945. This revealed the infiltrate divided by area$ 
of fibrosis into irregular islands. In some places the infiltrate was still pre- 
dominantly composed of eosinophils and neutrophils, but in general it consisted 
mainly of histiocytes and lymphocytes. Many histiocytes contained vacuoles and 
hemosiderin granules. Foam cells were conspicuous. Some of the blood vessels 
within the fibrotic areas showed thick fibrosed walls. - Polariscopic examination 
of a stained frozen section revealed fat vacuoles within the phagocytes, and the 
contents of the foam cells were observed to be doubly refractile. 


DISCUSSION 


Dr. Leon BaBALiaNn, Portland, Maine: If I saw such a lesion on the leg, I 
should be inclined to make a diagnosis of necrobiosis lipoidica diabeticorum. 

Dr. F. A. Exxis, Baltimore: Rhinoscleroma should be included in the differ- 
ential diagnosis. Some of the cells that were called eosinophils could be Russell’s 
bodies. Many cases in the Central American countries have demonstrated that 
rhinoscleroma need not involve the nose. A patient reported from Washington, 
D. C. (Simpson, C. A., and Ellis, F. A.: Rhinoscleroma: Report of Two Cases, 


ArcH. Dermat. & Sypu. 39:503 [March] 1939), in whom Dr. Simpson and I 
were able to identify the organism histologically, was later reported cured by 
Dr. Cannon of New York. (A Case for Diagnosis (Rhinoscleroma?), ARcH. 
Dermat. & Sypu. 44:505 [Sept.] 1941). 

Dr. Francis P. McCartuy, Boston: The term eosinophilic granuloma of the 
skin could be used with many other nonspecific granulomas. The percentage of 
eosinophils would be interesting to note in a series of biopsies to observe a possible 
fluctuation of the eosinophilic reaction in the tissue and to determine the type of 
eosinophils (whether mononuclear or polymorphonuclear). One could designate 
this process a foam cell granuloma with an eosinophilic tissue reaction. 

Dr. Joun G. Downinc, Boston: I would like to ask Dr. Lever whether or 
not there was eosinophilia in the blood stream. 

Dr. Frep D. Weinman, Philadelphia: It seems to be open season for diagnoses 
in this case. Clinically, extracellular cholesterosis is a possibility, and perhaps 
the presence of foam cells is added evidence from the histologic standpoint. 
I would caution against being stampeded into the diagnosis of eosinophilic granu- 
loma of the skin. It is not an entity. It is difficult in all cases to reconcile the 
entire complex with the already established eosinophilic granuloma of bone. In this 
case the histologic structure does not include the monocytes, which are rather 
essential for the diagnosis of the conventional eosinophilic granuloma. 

Dr. J. F. Burcess, Montreal, Canada: I should like to present the possibility 
of a fixed eruption due to ingestion of drugs. I tried to question the patient in 
this respect, without success. 
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Dr. G. MARSHALL CRAwFoRD, Boston: As a possible correlation of the 
diagnoses suggested, one might consider the hypothesis of Thannhauser and his 
associates (Thannhauser, S. J.: Lipoidoses: Diseases of the Cellular Lipid 
Metabolism, New York, Oxford University Press, 1940). They regard eosinophilic 
granuloma, extracellular cholesterosis, lipid proteinosis and some other poorly 
understood dermatoses as a so-called burned out phase of what they term primary 
essential xanthomatosis. 


Dr. Ettwoop C. Wetse, Bridgeport, Conn.: I would like to continue with the 
therapeutic aspect. Dr. Lever would no doubt welcome suggestions, inasmuch 
as roentgen ray therapy has been without any beneficial response. I had a similar 
case, with lesions in precisely the same locations as presented by this patient. 
I could not establish the diagnosis. My patient was given adequate roentgen ray 
therapy, but did not respond. The lesions were then treated with solid carbon 
dioxide and leveled off well. The results were surprisingly good. 


Dr. Watter F. Lever, Boston: I am sure that there were no Russell bodies 
in the histologic sections. I do not believe that this is an eruption due to drugs, 
since the lesions have been present for eleven years without exacerbations and 
remissions. This patient is not taking any drugs. As for the terminology, 
eosinophilic granuloma is lipophagic granuloma with eosinophilic reaction and is 
related to Christian’s syndrome. 


Lipid Proteinosis, Generalized. Presented by Dr. G. MARSHALL CRAWFORD 
and Dr. Francis M. Tuurmon, Boston. 
J. S., a 30 year old white man, was presented before the New England 
Dermatological Society on Oct. 18, 1944, with the same diagnosis (ArcH. DERMAT. 
& Sypu. 53:178 [Feb.] 1946). 


Secondary Carcinoma of Skin, Generalized (Primary Adenocarcinoma in 
the Breast). Presented by Dr. M. B. Hussey, Boston. 


Syphilis of Mediastinum, with Obstruction of the Superior Vena Cava. 
Presented by Dr. Francis M. THurmon, Boston. 


Granuloma Inguinale (of the Perianal Region and Angle of the Mouth). 
Presented by Dr. Georce ScHwartz, Malden, Mass. 


Congenital Syphilis (Positive Reaction in Serologic Tests of the Blood 
in Only One of Twelve Year Old Identical Twins). Presented- by 
Dr. Bernarp AppeL, Lynn, Mass. 


Tuberous Sclerosis with Adenoma Sebaceum and Cystic Disease of the 
Lung, Congenital. Presented by Dr. G. MARSHALL CRAWFORD, Boston. 


Acrodermatitis Continua (Arthropathic Psoriasis?). Presented by Dr. JoHN 
Apams Jr., Dr. WALTER F. Lever and Dr. JosepH GoopMan, - Boston. 


A Case for Diagnosis, Ulcer of the Toe. Presented by Dr. Georce E. 
Morris, Boston. 


Scleroderma, Generalized Progressive. Presented by Dr. Epwarp A. 
LAFRENIERE, Boston. 
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Dermatitis Herpetiformis (Epidermolysis Bullosa?). Presented by 
Dr. Francis M. Tuurmon, Boston. 


Poikiloderma Vasculare Atrophicans and Mycosis Fungoides. Presented 
by Dr. WaLTER F. LEVER, Boston. 
J. P., a 50 year old white man, was presented at the Oct. 19, 1944 meeting of 


the New England Dermatological Society, with the diagnosis of giant cell 
reticulosis (Lever, Walter F.: Giant Cell Reticulosis, Arcu. Dermat. & Sypu. 


53:180-181 [Feb.] 1946). 


Sarcoidosis of the Skin (Lupus Erythematosus?). Presented by Dr. ARTHUR 
M. Simmons, Boston. 


Lymphoma of the Skin and Lymph Nodes, Generalized. Presented by 


Dr. Joun G. Boston. 


A 73 year old white widow, J. D., first noticed red scaly patches in the summer 
of 1943, following an attack of herpes zoster. The initial lesions were located on 
the neck, hips, thighs and legs. The eruption became generalized early in 1944. 
Until December 1944 there was no particular discomfort, but thereafter pruritus 
became severe. The patient was admitted to the Evans Memorial Hospital, and a 
diagnosis of mycosis fungoides was made. The patient also had arteriosclerosis. 
The patient was admitted to the hospital a second time, in February 1945, and was 
given fractional doses of rentgen rays—from 25 to 90 r to each of fifteen areas. 
Improvement was slight. During the next few months she lost most of her hair. 
A second course of roentgen rays was administered in April, during the patient’s 
third period of hospitalization. By this time some regions had received as much 
as 104 r; the total given to all areas amounted to 892 r. There was again some 
improvement. 

By October a fourth period of hospitalization was necessary, mainly because of 
extreme weakness. At that time the patient was unable to sit up in bed without 
assistance. There was generalized scaling, with varying degrees of erythema and 
almost universal thickening; excoriations were widespread. The hair was almost 
completely absent, and the nails were thickened and opaque and crumbled easily. 
Generalized nontender lymphadenopathy of moderate degree was present. The 
right breast had been surgically removed, and several masses were palpable under 
the cutaneous flap. A lymph node was removed for histologic examination and 
revealed Hodgkin’s disease. A cutaneous biopsy was made, and the histologic 
diagnosis was mycosis fungoides. Routine examination revealed the blood to be 
normal. The patient received 20 millicuries of radioactive phosphorus intra- 
venously, in four biweekly doses of 5 millicuries each. All cutaneous changes 
regressed, and the nodules beneath the mastectomy scar decreased in size. Lymph- 
adenopathy eventually disappeared. Moderate anemia developed, probably from 
treatment with radioactive phosphorus. When the patient left the hospital in 
December, the pruritus had practically disappeared and the patient’s strength had 
increased to a gratifying degree. She was discharged. to a nursing home and the 
skin continued to improve, but the patient again became weaker. | 

She was finally admitted to the hospital for the fifth time in January 1946. The 
patient was pale and weak, but not acutely distressed. There were sparse scattered 
irregular erythematous lesions over most of the surface of the skin, which had an 
over-all somewhat leathery feeling. A few extremely small lymph nodes could be 
observed in the axillas and the inguinal regions. 
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Examination of the urine revealed a reaction of 1 plus in the test for albumin 
and 100 to 200 white blood cells per high power field. A culture of the urine 
produced a heavy growth of Escherichia coli.. The red cells of the blood numbered 
2,080,000, and the hemoglobin was 6.0 Gm. The reticulocyte count was 3,890 and 
the white cells 4,450 per cubic millimeter. A differential smear of the blood did 
not reveal anything remarkable. The nonprotein nitrogen of the blood was 30. mg. 
per hundred cubic centimeters. The total protein was 5.6 Gm. per hundred cubic 
centimeters (albumin 2.55 and globulin 3.05). The patient was given four trans- 
fusions totaling 1,400 cc. of erythrocytes (separated from plasma), which restored 
her blood cell count and hemoglobin to normal. She received sulfathiazole for the 
infection of the urinary tract. A dose of 5 millicuries of radioactive phosphorus 
was given intravenously a week after admission. Her general health improved, so 
that she was able to be up and around the ward. The skin improved to the point 
of exhibiting large areas of entirely normal surface. She was discharged after 
only ten days’ hospitalization. 

. At this time a great proportion of the patient’s skin appears to be entirely 
normal. The remaining lesions are confined to the trunk and consist merely of 
small erythematous just perceptibly infiltrated areas of 1 to 4 cm. in diameter. 


DISCUSSION 


Dr. Joun G. Downine, Boston: I reviewed the slides with Dr. Frank Parker 
Jr., Director of the Mallory Pathologic Institute. He was convinced that the skin 
and lymph nodes were histologically identical, but was undecided as to whether 
the slides were characteristic of Hodgkin’s disease or of reticulum cell sarcoma. 

Dr. Josepu F. Ross, Boston (by invitation): Radioactive phosphorus has been 
used in the treatment of leukemia, lymphoma and polycythemia vera for seven 
years and is a valuable therapeutic agent in these diseases. Dr. Downing and I 
have treated 2 patients with lymphoma of the skin, with considerable benefit. After 
intravenous injection, the radioactive atoms of phosphorus tend to localize in 
rapidly growing lymphomatous or leukemic tissue. These atoms are actually 
incorporated into the chemical constituents of the cells; once deposited there they 
undergo a nuclear transmutation and give off an electron or beta particle which 
destroys the neoplastic cell. Thirty-five million electrons are given off per second — 
by 1 millicurie of radioactive phosphorus, a radiation which can cause considerable 
destruction of tissue. 

In this patient with lymphoma of the skin treatment with roentgen rays had 
produced little benefit, but the response to radioactive phosphorus was satisfactory. 
We propose to continue treatment with these injections in an attempt to maintain 
control of the cutaneous lesions. The advantages of radioactive phosphorus in 
radiation therapy may be summarized as follows: The radiation is liberated within 
the neoplastic cells themselves; it does not produce radiation sickness or radio- 
dermatitis, and it is extremely simple to administer. There are certain dis- 
advantages in that it is prone to produce bone marrow depression with anemia, 
leukopenia and thrombocytopenia. It is also expensive at the present time. 

Dr. G. MARSHALL CRAWFORD, Boston: The members might like to know 
whether this material is available for general use and what it costs. 

Dr. Maurice J. CosteLtto, New York: Why was this patient’s breast removed? 

Dr. FreperickK D. WempMAN, Philadelphia: This same material has been used 
successfully for polycythemia vera by our colleagues in Philadelphia. 

Dr. Ettwoop C. Welse, Bridgeport, Conn.: I shouJd like to ask Dr. Ross 
whether any cases of leukemia have been actually cured with this method. 
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Dr. Russett Fretps, Washington, D. C.: I would be interested to know 
whether any patients with mycosis fungoides have been treated. 


Dr. G. MARSHALL CRAWFoRD, Boston: Can you tell us the activity of these 
phosphorus atoms as compared with alpha, beta and gamma rays of radium? 


Dr. JosepH F. Ross, Boston: The mastectomy was performed twenty-two 
years ago for carcinoma, and there is no evidence of recurrence. The radioactive 
phosphorus used in our studies was purchased from the Massachusetts Institute of 
Technology. It has been prepared also in other cyclotrons in Rochester, N. Y., 
St. Louis, Mo., and Berkeley, Calif. At the present time radioactive phosphorus 
costs between $4 and $10 a millicurie, depending on whether it is used in clinics 
or for private patients. I doubt that it can be procured for general use at the 
present time. Concerning the activity of the material, 1 millicurie of radioactive 
phosphorus liberates 35,000,000 beta particles per second; there are no alpha or 
gamma rays emitted. These beta particles have an energy of 1,700,000 volts, but 
their penetrability is not great. It is an effective form of palliative treatment, 
particularly for leukemia. As far as I know, it has never cured any one. The term 
mycosis fungoides is confusing. It may be leukemia of the skin, lymphoma of the 
skin or Hodgkin’s disease of the skin, and in my experience it has usually turned 
out to be one of these diseases. 


Dr. Joun G. Downrnc, Boston:. While the matter of cure is important, imme- 
diate relief is invaluable in these cases. This woman had roentgen ray therapy 
and many other types of treatment, without relief until radioactive phosphorus 
was used. As she is today, with her hair growing well, her skin remarkably 
improved and the pruritus relieved, she will be able to enjoy at least a few more 
months of life. In respect to the original diagnosis, of mycosis fungoides, many 
cases are so diagnosed by histologic examination and finally terminate as one of 
the lymphomas or leukemias. The early histologic diagnosis of mycosis fungoides 
frequently depends on the viewpoint of the pathologist, and the end result does 
not confirm this original diagnosis. 


Poikiloderma of Civatte. Presented by Dr. WALTER GARFIELD, Boston. 


Dermatitis Exfoliativa (Pityriasis Rubra of Hebra?). Presented by 
Dr. Georce SCHWARTZ, Malden, Mass. 


